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PREFACE 


Nursing is evolving, as is health care, in the United States. 
With the debates and discussions, lawsuits, and legis- 
lation that surround the Affordable Care Act (ACA), 
health care has become a flashpoint in American polit- 
ical and social discourse. With the increasing response 
to calls to advance their education and with their strong 
record of safety and quality care, nurses are well situ- 
ated to be leaders in the provision of health care in the 
United States. 

To be effective leaders, nurses must master knowl- 
edge about health and illness and human responses 
to each, think critically and creatively, participate in 
robust interprofessional education and collaborations, 
be both caring and professional, and grapple with com- 
plex ethical dilemmas that challenge providers in a time 
when health care resources are strained. As leaders, 
nurses should understand their history because the past 
informs the present; vision for the future builds on the 
lessons of today. 

The ninth edition of Professional Nursing: Concepts & 
Challenges reflects my commitment to present current 
and relevant information. Since the last edition, the ACA 
has been subject to attempts to defund it, destabilize the 
insurance markets, and change key components of this 
important legislation, including doing away with protec- 
tions of persons with preexisting conditions. By the time 
this edition is published, the 2018 midterm elections 
will have taken place and some of the questions that now 
trouble the ACA and health care in general are likely to 
have been resolved in one way or another. Although at 
the time of this writing the future of the ACA is unclear, 
what is clear is that questions of health care as a human 
right and how health care is best delivered and paid for 
will continue to spark lively debate in America. 

In this edition, the order of the chapters has remained 
the same as in the eighth edition, based on generous 
feedback from faculty that this order provides a cohe- 
sive view of nursing; its history, education, and con- 
ceptual and theoretical bases; and the place of nursing 
in the U.S. health care system. Faculty are encouraged, 
however, to use the chapters in any order that reflects 
their own pedagogic and theoretical approaches. By 
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using contributors with content expertise, this edition 
remains fresh and up-to-date. The effects of social media 
on nursing are addressed extensively regarding the legal 
and ethical implications of their use by nurses and their 
role in professional socialization and communication. 
With the easy and free availability of health-related 
statistics from .gov and other websites, I and the con- 
tributors decided to continue with the plan that was suc- 
cessful in the eighth edition: more narrative and fewer 
statistics. I have rarely met an engaged nurse who didn't 
start a story with, “I had a patient once who...” These 
narratives teach us about what is important in nursing. 

Throughout the book, we have been very careful to 
be inclusive, to avoid heteronormative and ethnocentric 
language, to use examples that avoid stereotypes of all 
types, and to include photographs that capture the won- 
derful diversity of American nursing. 

A note about references: older references refer to 
classic papers or texts. There are a few references that 
do not reach the level of “classic” texts, but the author 
turned a phrase in a clever or elegant way that needed 
to be cited. No manner of updated paper could replace 
these interesting comments or points of view. Research 
and clinical works are relevant and contemporary. 

As with the last four editions, the ninth edition is 
written at a level appropriate for use in early courses in 
baccalaureate curricula, in RN-to-BSN and RN-to-MSN 
courses, and as a resource for practicing nurses and grad- 
uate students. An increasing number of students in nurs- 
ing programs are seeking second undergraduate degrees, 
such as midlife adults seeking a career change and oth- 
ers who bring considerable experience to the learning 
situation. Accordingly, every effort has been made to 
present material that is comprehensive enough to chal- 
lenge users at all levels without overwhelming beginning 
students. The text has been written to be engaging and 
interesting, and care has been taken to minimize jargon 
so prevalent in health care. A comprehensive glossary is 
provided to assist in developing and refining a profes- 
sional vocabulary. As in previous editions, key terms are 
highlighted in the text itself. All terms in color print are 
in the Glossary. The Glossary also contains basic terms 


that are not necessarily used in the text but may be unfa- 
miliar to students new to nursing. 

I hope that the ninth edition continues to meet the 
high standards set forth by Kay Chitty, who edited the 
first four editions of this book. I hope that students and 
faculty will find this edition readable, informative, and 
thought provoking. More than anything, I hope that 
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Professional Nursing: Concepts & Challenges, Ninth Edi- 
tion, will contribute to the continuing evolution of the 
profession of nursing and, ultimately, to the excellent 
care of patients, their families, and their communities. 


Beth Perry Black 
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©To enhance your understanding of this chapter, try the Student Exercises on the Evolve site at 


LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Describe the demographic profile of registered 
nurses today. 

e Recognize the wide range of settings and roles in 
which today’s registered nurses practice. 


Nurses comprise the largest segment of the health care 
workforce in the United States and have increasing 
opportunities to practice in a wide variety of settings. In 
fact, nurses specialize in 104 areas: 34 specialties are out- 
side the hospital, 68 are research oriented, 37 are man- 
agerial, and 92 are patient facing (see the Campaign 
for Nursing Explore Specialties at https://www.discov- 
ernursing.com/explore-specialties#. WhXOFOqnE2w). 
More than ever, the profession requires a well-trained, 
flexible, and knowledgeable workforce of nurses who 
can practice in today’s evolving health care environment. 
Recent legislation, demands of patients as consumers of 
health care, and the need to control costs while optimiz- 
ing outcomes have had a great influence on the way that 
health care is delivered in the United States. Nursing is 
evolving to meet these demands. 

One of the most notable influences on today’s health 
care environment is the Affordable Care Act (ACA), 
passed in 2010 by the 111th Congress and signed into 
law by President Barack Obama. The ACA is actually 
two laws—the Patient Protection and Affordable Care 
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e Identify evolving practice opportunities for nurses. 

e Consider nursing roles in various practice settings. 

e Explain the roles and education of advanced practice 
nurses. 


Act (PL 111-148) and the Health Care and Education 
Affordability Reconciliation Act (PL 111-152). These 
laws provide for incremental but progressive change 
to the way that Americans gain access to and pay for 
their health care. Although likely to be revised to some 
extent by Congress, the ACA has nonetheless provided 
increased opportunities for nurses: the Committee on 
the Robert Wood Johnson Foundation (RWJF) Initia- 
tive on the Future of Nursing at the National Academy 
of Medicine (formerly the Institute of Medicine [IOM]) 
noted, “Nurses have a considerable opportunity to act 
as full partners with other health professionals and to 
lead in the improvement and redesign of the health care 
system and its practice environment” (Institute of Med- 
icine, 2010, pp. 1-2). This important initiative continues 
to have a profound influence on the evolution of nursing 
and nursing education since its publication. 

Writing about “nursing today” poses a challenge, 
because what is current today may have already 
changed by the time you read this. What does not 
change, however, is the commitment of nurses to what 
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CHAPTER 1 


Rosenberg (1995) referred to as “the care of strang- 
ers’—professional caring, learned through focused 
education and deliberate socialization (Storr, 2010). In 
other words, you will be taught to think like a nurse and 
to do well those things that nurses do. You will become 
a nurse. Importantly, some of you are already nurses 
and are returning to school to further your education. 
Thank you for your commitment to the profession and 
to your own professional development! You have expe- 
rienced firsthand the shifting needs of the profession in 
response to an evolving health care system in a chang- 
ing world and are poised to move nursing forward with 
your knowledge from both your education and your 
wide variety of experiences. 

In this chapter you will learn some basic information 
about today’s nursing workforce: who nurses are, the 
settings where they practice, and the patients for whom 
they are providing care. You will also be introduced to 
some nurses who have had intriguing experiences and 
opportunities that you may not know are even possible. 
Your nursing education will provide you with a flexible 
set of skills and opens to you a wide variety of experi- 
ences that await you as you begin—or continue—your 
career as a professional registered nurse (RN). 


NURSING IN THE UNITED STATES TODAY 


High-quality, culturally competent nursing care depends 
on a culturally diverse nursing workforce (American 
Association of Colleges of Nursing [AACN], 2014a). The 
need to enhance diversity in nursing through the recruit- 
ment of underrepresented groups into the profession is a 
priority (AACN, 2014b). Understanding the composition 
of the nursing workforce is necessary to identify under- 
represented groups and to recognize workforce trends 
such as the age of nurses in practice and the percentage of 
licensed nurses holding jobs in nursing. 

The U.S. Department of Health and Human Services 
responded to this need by conducting a comprehensive 
survey of the nursing workforce every 4 years, begin- 
ning in 1977. Known as the National Sample Survey of 
Registered Nurses (NSSRN), this effort gave policymak- 
ers, educators, and other nurse leaders data about the 
workforce, allowing them to make informed decisions 
about allocation of resources, development of programs, 
and recruitment of nurses. The final NSSRN was con- 
ducted in 2008, and results were published in 2010. The 
federal government has since discontinued this very 


Nursing in Today’s Evolving Health Care Environment 


useful survey. The final version of the 2008 federal nurs- 
ing workforce survey, The Registered Nurse Population: 
Findings from the 2008 National Sample Survey of Reg- 
istered Nurses (U.S. Department of Health and Human 
Services, 2010), is available as a .pdf file in a direct link: 
https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/ 
rnsurveyfinal.pdf. 

In response to the discontinuation of the NSSRN and 
the ongoing need to understand the nursing workforce, 
in 2013 the National Council of State Boards of Nursing 
(NCSBN) and the Forum of State Nursing Workforce 
Centers (FSNWC) combined efforts to conduct a com- 
prehensive national survey of RNs (Budden et al., 2013). 
In this chapter, data from the 2015 NCSBN and FINWC 
survey are presented in conjunction with other sources 
of workforce data, including the final 2008 NSSRN data, 
to provide you with a thumbnail sketch of nursing, spe- 
cifically focusing on the number of nurses in the work- 
force, as well as their gender, age, race, ethnicity, and 
educational levels. 


Nurses in the Workforce 


RNs are the largest group of health care providers in the 
United States and in the 2000s grew by 24.1% (Health 
Resources and Services Administration, 2013). More 
than 4 million individuals held licenses as RNs in 2016 
(National Council of State Boards of Nursing, 2016). In 
2013 approximately 2.8 million nurses were currently 
working (Health Resources and Services Administra- 
tion, 2013). In the 2015 NCSBN and FSNWC National 
Workforce Survey of RNs, the majority (91%) of nurses 
younger than age 50 are employed in nursing. A signifi- 
cant number of survey respondents (82%) were actively 
employed in nursing, with 63% reporting working full 
time. Respondents worked an average of 36.6 hours per 
week (one position), and RNs with two or more posi- 
tions worked an average of 42.2 hours per week. 


Gender 


Nursing remains a profession dominated by women; 
however, the percentage of men in nursing increased by 
50% between 2000 and 2008 (U.S. Department of Health 
and Human Services, 2010). Among NCSBN/FSNWC 
2015 survey respondents, 8% were men compared with 
7% in the 2013 survey. In 2014 men comprised 15% of 
students in entry-level bachelor of science in nursing 
(BSN) programs (National League for Nursing [NLN], 
2014). According to the AACN (2015a), data obtained 
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from nurses in practice showed that male and female 
RNs were equally likely to have a bachelor’s or higher 
degree in nursing or nursing-related fields (49.9% and 
50.3%, respectively). Men, however, were more likely 
than women to have a bachelor’s or higher degree in 
nursing and any nonnursing field (62% vs. 55%). A 
higher percentage of the men work in hospitals (76% vs. 
62%). At 41%, men are overrepresented in the advanced 
practice role of certified registered nurse anesthetists. 
Among all other job titles held by men, staff nurse and 
administration have proportional representation, with 
about 7% of these positions held by men. Nurse prac- 
titioners and positions designated as “other” (e.g., con- 
sultant, clinical nurse leader, informatics, researcher) are 
slightly less proportional, with 6% of these positions held 
by men. Men hold only about 3.8% of faculty positions. 


Age 

The future of any profession depends on the infusion of 
youth, and the steady increase in the age of the nurs- 
ing workforce has been a concern. Earlier data indicated 
that the rate of aging has slowed in the nursing work- 
force as a result of the increased number of working RNs 
younger than age 30, which offsets the increasing num- 
ber of nurses aged 60 or older who continue to work 
(U.S. Department of Health and Human Services, 2010). 
The rise in the number of nurses younger than age 30 
is attributed to the increased number of BSN graduates, 
who tend to be younger than graduates from other types 
of nursing programs. Since 2005, the average age of 
graduates from all nursing programs has been 31 years 
old. BSN graduates, at an average age of 28 years old, are 
5 years younger than graduates of associate degree and 
diploma (hospital-based) programs, who are on average 
33 years old. 

The median age is that point at which half of the 
nurses are older and half are younger, and it provides a 
more useful metric of the workforce than does calculat- 
ing a mean age. Since 1988, when the median age was 
38, the median age of nurses rose by 2 years between 
each survey, so that by 2004, the median age was 46, a 
worrisome figure that meant the nursing workforce was 
continuing to age. The increasing number of nurses aged 
60 and older who are still in the workforce may reflect 
economic conditions requiring older nurses to remain 
employed rather than retiring. Nursing is reasonably 
protected from the layoffs and downsizing experienced 
in other professions. 
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This stabilization of the aging pattern seen in the final 
NSSRN survey is an optimistic sign that nursing is seen 
as an option for younger people entering the workforce 
and that nursing will not face a shortage as older nurses 
age out of the workforce in a few years. However, with 
approximately one-third of the current nursing work- 
force older than age 50 (Health Resources and Services 
Administration, 2013), the profession of nursing must 
continue to recruit and educate younger nurses to pre- 
vent a nursing shortage as older nurses move toward 
retirement. 


Race and Ethnicity 


Racial and ethnic minorities comprise 37% of the US. 
population today but only 19% of the RN population, 
an underrepresentation by about 50% in 2013 (Budden 
et al., 2013). This is similar to the findings in 2008 in 
the NSSRN (Fig. 1.1). Although troublesome, the num- 
ber is an improvement from 2004, when only 12.2% of 
RNs had racial/ethnic minority backgrounds. Detailed 
data from the NSSRN showed that the largest dispar- 
ity between the U.S. general population and the RN 
population is seen with Hispanics/Latinos of any race. 
Although this group forms about 15.4% of the U.S. pop- 
ulation, they make up only 3.6% of RNs. Black/African 
American, non-Hispanics also have a significant dis- 
parity; now constituting 12.2% of the U.S. population, 
this group makes up just 5.4% of RNs. The only group 
that exceeds its representational percentage in the gen- 
eral population is the Asian or Native Hawaiian/Pacific 
Islander, non-Hispanic group. Comprising 4.5% of the 
general population, this group makes up 5.8% of the RN 
population, possibly because a substantial number of 
RNs practicing in the United States received their nurs- 
ing education in India or the Philippines, thus contrib- 
uting to their overrepresentation (U.S. Department of 
Health and Human Services, 2010). In 2014 a biennial 
survey of nursing schools by the NLN demonstrated 
promise that the diversity of the profession is improv- 
ing. In 1995 fewer than 18% of students enrolled in a 
professional nursing program were from underrepre- 
sented racial or ethnic minority groups, in contrast to 
more than 35% in 2014 (NLN, 2014). 

Despite efforts to recruit and retain racial/ethnic 
minority women and men to the profession, nursing 
still has a long way to go before the racial/ethnic compo- 
sition of the profession more accurately reflects that of 
the United States as a whole. This situation is improving, 
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Fig. 1.1 Registered nurse (RN) and U.S. populations by race/ethnicity, 2008. The proportion of nurses who 
are White, non-Hispanic is greater than their proportion in the U.S. population. (Data from U.S. Department 
of Health and Human Services, Health Resources and Services Administration: The Registered Nurse Pop- 
ulation: Findings from the 2008 National Sample Survey of Registered Nurses, Washington, DC, 2010, U.S. 


Government Printing Office, p. 7-7.) 


however. In a recent report on enrollment and gradua- 
tion in bachelor’s and graduate programs in nursing, the 
AACN (2015a) found that 30.1% of nursing students in 
entry-level BSN programs were from underrepresented 
backgrounds. 


Education 


The basic education to become a nurse is referred to as 
the entry level into practice. Successful completion of 
your basic education, however, does not qualify you to 
become a nurse. Once you have graduated from a school 
of nursing approved by your state, you are qualified to 
take the National Council Licensure Examination for 
Registered Nurses, known as the NCLEX-RN®. Once 
you have passed the NCLEX-RN®, you can be licensed 
as an RN if you meet other requirements by your state 
board of nursing, such as passing a background check. 
Nursing has three mechanisms by which you can 
get basic nursing education to qualify to take the 
NCLEX®: (1) a 4-year education at a college or univer- 
sity conferring a BSN degree; (2) a 2-year education at 
a community college or technical school conferring an 


associate degree in nursing (ADN); and (3) a diploma 
in nursing, awarded after the successful completion of 
a hospital-based program that typically takes 3 years to 
complete, including prerequisite courses that may be 
taken at another school. 

According to the National League for Nursing 
(NLN), the number of diploma programs educated only 
3% to 4% of all new RNs in between 2003 and 2014 
(NLN, 2014) as nursing education has shifted to colleges 
and universities (AACN, 2011). The majority of nurses 
(53%) in the United States get their initial nursing edu- 
cation in ADN programs (RWJE, 2013); in the NCSBN/ 
FSNWC (2013) survey, 39% of the 41,823 respondents 
reported having an ADN as their first degree or creden- 
tial, and 36% reported having a BSN as their first degree 
or credential. 

Many ADN-prepared RNs eventually return to school 
to complete a BSN degree. Between 2004 and 2012, the 
number of RNs enrolled in BSN programs almost tri- 
pled, from 35,000 to slightly fewer than 105,000 (RWJEF, 
2013). Currently, approximately 55% of RNs have BSN 
or higher degrees (Health Resources and Services 
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Administration, 2013). Many colleges and universities 
offer BSN programs, often online, to accommodate RNs 
in practice who want to work toward a BSN degree as 
a supplement to their basic nursing education at the 
ADN or diploma level. Nursing education is discussed 
in greater detail in Chapter 4. 

Globalization and the international migration of 
nurses have increased internationally educated nurses 
(IENs) practicing in the United States by 40% between 
2006 and 2015, and in 2016 approximately 15% of all 
RNs in the United States were educated in other coun- 
tries (World Education Service, 2018). The recruitment 
of IENs to the United States has been a strategy to expand 
the nursing workforce in response to the recent nursing 
shortage. This strategy, however, may result in nursing 
shortages in their own countries. IENs face challenges 
as they join the workforce in the United States, includ- 
ing English as a second language and problems with 
their peers who may not perceive them as knowledge- 
able (Thekdi et al., 2011). Deep cultural differences may 
further separate the IENs from their American peers. 
Thekdi and colleagues (2011) noted that IENs might 
have views of gender, authority, power, and age that vary 
from those of Americans, and which may affect their 
communication styles. 

Sigma Theta Tau International (STTI) published 
a position paper on international nurse migration. 
Although this paper was published in 2005, it reflects 
STTIT’s current, ongoing position regarding international 
nurse migration (STTI, 2005). STTI recognizes the 
autonomy of nurses in making decisions for themselves 
about where to live and work, noting that “push/pull” 
factors shape nurse migration. Push factors include poor 
compensation and working conditions, political insta- 
bility, and lack of opportunities for career development 
that drive (push) a nurse to seek employment in another 
country. Factors that pull nurses to emigrate include 
opportunities for a better quality of life, personal safety, 
and professional incentives such as increased pay, bet- 
ter working conditions, and career development. STTI 
calls for further exploration of the issue with a focus on 
identifying “solutions that do not promote one nation’s 
health at the expense of another’s” (p. 2). Furthermore, 
STTI endorsed the International Council of Nurses 
position in calling for a regulated recruitment process 
based on ethical principles that deter exploitation of 
foreign-educated nurses and reinforce sound employ- 
ment policies (p. 4). 
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Practice Settings for Professional Nurses 
As members of the largest health care profession in 
the United States, nurses practice in a wide variety of 
settings. The most common setting is the hospital, and 
many new nurses seek employment there to strengthen 
their clinical and assessment skills. Nurses practice in 
clinics, community-based facilities, medical offices, 
skilled nursing facilities (SNFs), and other long-term 
settings. Nurses also provide care in places where peo- 
ple spend much of their time: homes, schools, and 
workplaces. In communities, nurses work in the mili- 
tary, community and senior centers, children’s camps, 
homeless shelters, and, recently, in retail clinics found 
in some pharmacies. Nurses also provide palliative care 
(ie., symptom management to improve quality of life) 
and end-of-life care, often in the homes of patients who 
are terminally ill or in inpatient hospice homes or facil- 
ities. Increasingly, nurses with advanced degrees, train- 
ing, and certification are working in their own private 
practices or in partnership with physicians or other 
providers. This expansion of practice holds promise for 
nurses to widen their roles in health care, especially as 
the American health care system continues to evolve. 

Hospitals remained the primary work site for RNs, 
with 63.2% of nurses employed by hospitals in either 
inpatient or outpatient settings, an increase of 25% in 
the past decade (Health Resources and Services Admin- 
istration, 2013). Most of these nurses (39.6%) work in 
inpatient units in community hospitals, whereas others 
work in specialty hospitals, long-term care hospitals, 
and psychiatric units. The federal government employs 
nurses, generally in the U.S. Department of Veterans 
Affairs (VA) hospitals, where 1.1% of RNs work. 

Ambulatory care settings, such as nurse-based prac- 
tices, physician-based practices, and free-standing emer- 
gency and surgical centers, accounted for 10.5%, the 
second largest segment of the nurse workforce. Public 
and community health accounted for 7.8% of employed 
nurses, and an additional 6.4% worked in home health. 
Skilled nursing facilities (SNFs), or extended care facil- 
ities, employed 5.3% of nurses in the workforce. The 
remainder of employed RNs worked in settings such as 
schools of nursing; nursing associations; local, state, or 
federal governmental agencies; state boards of nursing; 
or insurance companies (U.S. Department of Health and 
Human Services, 2010, pp. 3-9). 

Not all nurses provide direct patient care as their pri- 
mary role. A small but important group of nurses spend 
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the majority of their time conducting research, teaching 
undergraduate and graduate students in the classroom 
and in clinical settings, managing companies as chief 
executives, and consulting with health care organiza- 
tions. Nurses with advanced levels of education, such as 
master’s and doctoral degrees, are prepared to become 
researchers, educators, and administrators. Nurses can 
practice as advanced practice nurses (APNs), including 
a variety of types of nurse practitioners (NPs), clini- 
cal nurse specialists (CNSs), certified nurse-midwives 
(CNMs), and certified registered nurse anesthetists 
(CRNAs). These advanced practice roles are described 
later in this chapter. 

Nurses have much to consider in deciding where to 
practice. Some settings will not be immediately open to 
new nurses because they require additional educational 
preparation or work experience. Importantly, nurses 
entering the workforce need to consider their special tal- 
ents, likes, and dislikes—neither the nurse nor patients 
benefit when a nurse is working with a population for 
which he or she has little affinity. A nurse who enjoys 
working with children may not feel at ease in caring for 
elderly patients; on the other hand, a nurse who loves 
children may find that caring for sick children is emo- 
tionally stressful. A nurse with excellent communication 
skills may find that a postanesthesia care unit (PACU) 
does not allow the formation of professional relation- 
ships with patients that this nurse might appreciate in a 
psychiatric setting. Nursing school offers the chance to 
experience a wide variety of settings with diverse patient 
populations. At the end of your studies, you may be sur- 
prised by the skills you have developed and populations 
that appeal to you (Fig. 1.2). 


Fig. 1.2 Although most nurses work in hospitals, nurses in 
home health settings often enjoy long-term relationships with 
their patients. (Photo used with permission from iStockphoto.) 
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Health care reform and the push to transform the 
health care system are moving nurses into new territory. 
Numerous new opportunities and roles are being devel- 
oped that use nurses’ skills in innovative and exciting 
ways. In the following section, you will be introduced to 
a range of settings in which nurses practice. These areas 
are only a sample of the growing variety of opportunities 
available to nurses entering practice today. 


Nursing in Hospitals 

Nursing care originated and was practiced informally in 
home and community settings and moved into hospi- 
tals only within the past 150 years. Hospitals vary widely 
in size and services. Certain hospitals are referred to as 
medical centers and offer comprehensive specialty ser- 
vices, such as cancer centers, maternal-fetal medicine 
services, and heart centers. Medical centers are usually 
associated with university medical schools and have a 
complex array of providers. Medical centers can have 
1000 or more beds and have a huge nursing workforce. 
Medical centers are often designated as level 1 trauma 
centers because they offer highly specialized surgical and 
supportive care for the most severely injured patients. 
The patients at community-based hospitals usually are 
less severely ill than those needing comprehensive care 
or trauma care at a medical center. However, if a patient 
becomes unstable or if the patient’s condition warrants, 
he or she can be transported to a larger hospital or a 
medical center. Nurses play an important role in identi- 
fying very ill patients, assisting in stabilizing their con- 
ditions, and preparing them for transport. 

In general, nurses in hospitals care for patients who 
have medical or surgical conditions (e.g., those with 
cancer or diabetes, those in need of postoperative care), 
children and their families on pediatric units, women 
and their newborns, and patients who have had severe 
trauma or burns. Specialty areas are referred to as “units,” 
such as operating suites or emergency departments, 
intensive care units (e.g., cardiac, neurology, medical), 
and step-down or progressive care units, among others. 
In addition to providing direct patient care, nurses are 
educators, managers, and administrators who teach or 
supervise others and establish the direction of nursing 
on a hospital-wide basis. 

Various generalist and specialist certification oppor- 
tunities are appropriate for hospital-based nurses, 
including medical-surgical nursing, pediatric nursing, 
pain management nursing, informatics nursing, genetics 
nursing—advanced, psychiatric-mental health nursing, 
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nursing executive, nursing executive-advanced, hemo- 
stasis nursing, and cardiovascular nursing, among 
others. Certification means that nurses have demon- 
strated their expertise in a particular area of care and 
have passed rigorous credentialing testing offered by the 
American Nurses Credentialing Center (ANCC), one of 
three entities comprising the ANA Enterprise. No other 
health care facility offers such variety of opportunities 
for practice as hospitals offer. 

The educational credentials required of RNs practic- 
ing in hospitals can range from associate degrees and 
diplomas to doctoral degrees. In general, entry-level 
positions require only RN licensure. Many hospitals 
require nurses to hold bachelor’s degrees to advance 
on the clinical ladder or to assume management posi- 
tions. A clinical ladder is a multiple-step program that 
begins with entry-level staff nurse positions. As nurses 
gain experience, participate in continuing education 
(CE), demonstrate clinical competence, pursue formal 
education, and become certified, they become eligible 
to move up the clinical ladder. There is no single model 
for clinical advancement for nurses across hospitals 
and other health care agencies. When exploring work 
settings, nurses as prospective employees should ask 
about the clinical ladder and opportunities for career 
advancement. 

Most new nurses choose to work in hospitals as 
staff nurses initially to gain experience in organizing 
and delivering care to multiple patients. For many, staff 
nursing is extremely gratifying, and nurses continue in 
this role across their careers. Others pursue additional 
education, sometimes provided by the hospital, to work 
in specialty units such as neonatal intensive care or car- 
diac care. Although specialty units often require clinical 
experience and additional training, some hospitals allow 
new graduates to work in these units. 

Some nurses find that management is their strength. 
Nurse managers are in charge of all activities on 
their units, including patient care, continuous quality 
improvement (CQI), personnel hiring and evaluation, 
and resource management, including the unit budget. 
Being a nurse manager in a hospital today requires busi- 
ness acumen and knowledge of business and financial 
principles to be most effective in this role. Nurse man- 
agers typically assume 24-hour accountability for the 
units they manage and are often required to have earned 
a master’s degree. 

Most nurses in hospitals provide direct patient care, 
sometimes referred to as bedside nursing. In the past, 
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becoming administrators or managers was often neces- 
sary for nurses to be promoted or receive salary increases, 
which removed them from bedside care. Today, in hos- 
pitals with clinical ladder programs, nurses no longer 
must make that choice; clinical ladder programs allow 
nurses to progress professionally while staying in direct 
patient care roles. 

At the top of most clinical ladders are clinical 
nurse specialists (CNS), who are APNs with master’s, 
post-master’s, or doctoral degrees in specialized areas 
of nursing, such as oncology (cancer) or diabetes care. 
The CNS role varies but generally includes responsibil- 
ity for serving as a clinical mentor and role model for 
other nurses, as well as setting standards for nursing 
care on one or more particular units. The oncology clin- 
ical specialist, for example, works with the nurses on the 
oncology unit to help them stay informed regarding the 
latest research and skills useful in the care of patients 
with cancer. The clinical specialist is a resource person 
for the unit and may provide direct care to patients or 
families with particularly difficult or complex problems, 
establish nursing protocols, and ensure that nursing 
practice on the unit is evidence based. Evidence-based 
practice (EBP) refers to nursing care that is based on the 
best available research evidence, clinical expertise, and 
patient preference. More details about EBP are found in 
Chapter 10. 

Salaries and responsibilities increase at the upper 
levels of the clinical ladder. The clinical ladder concept 
benefits nurses by allowing them to advance while still 
working directly with patients. Hospitals also benefit by 
retaining experienced clinical nurses in direct patient 
care, thus improving the quality of nursing care through- 
out the hospital. Research has demonstrated that patient 
outcomes are more positive for patients cared for by RNs 
with a bachelor’s or higher degree. Linda Aiken, PhD, RN, 
FAAN, is a leader in nursing who has conducted import- 
ant research documenting the positive impact of adequate 
RN staffing on patient outcomes. More than a decade ago, 
Aiken and colleagues (2003) published a groundbreaking 
study in which they found that patients on surgical units 
with more BSN-prepared nurses had fewer complications 
than patients on units with fewer BSN nurses. Aiken has 
published widely on nurse staffing and safety since pub- 
lishing this landmark study. In 2010 Aiken and colleagues 
reported on a comparison of nurse and patient outcomes 
among hospitals in California, which has state-mandated 
nurse-to-patient ratios, and in Pennsylvania and New Jer- 
sey, neither of which has state-mandated nurse-to-patient 
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ratios. Furthermore, concern about patient quality and 
safety is an international issue. In 2012 Aiken and col- 
leagues led a very large team in examining nurse and 
patient satisfaction, hospital environments, quality of 
care, and patient safety across 12 European countries and 
the United States. Again in 2014, Aiken et al. conducted 
a retrospective observational study of nine European 
countries analyzing 422,730 patient records. They found 
the proportion of nurses with a baccalaureate education 
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is associated with significantly fewer deaths after sur- 
gery: Every 10% increase in baccalaureate-prepared 
nurses is associated with a 7% reduction in mortality. See 
Evidence-Based Practice Box 1.1 for a description of these 
landmark studies. 

Rigid work scheduling was one of the greatest draw- 
backs to hospital nursing in the past. These schedules usu- 
ally included evenings, nights, weekends, and holidays. 
Although hospital units must be staffed around the clock, 
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The Evidence: Better Professional Nurse Staffing Improves Quality and Safety of Patient Care 


Linda Aiken, PhD, RN, FAAN, Professor of Nursing and Pro- 
fessor of Sociology at the University of Pennsylvania School 
of Nursing, is the director of the Center for Health Outcomes 
and Policy Research. She is an authority on causes, conse- 
quences, and solutions for nursing shortages both in the 
United States and worldwide. Dr. Aiken has published ex- 
tensively. She and her colleagues noted growing evidence 
suggesting “that nurse staffing affects the quality of care in 
hospitals, but little is known about whether the educational 
composition of registered nurses (RNs) in hospitals is relat- 
ed to patient outcomes” (Aiken et al., 2003). They wondered 
whether the proportion of a hospital's staff of bachelor’s or 
higher degree-prepared RNs contributed to improved pa- 
tient outcomes. To answer this question, they undertook a 
large analysis of outcome data for 232,342 general, ortho- 
pedic, and vascular surgery patients discharged from 168 
Pennsylvania hospitals over a 19-month period. They used 
statistical methods to control for risk factors such as age, 
gender, emergency or routine surgeries, type of surgery, 
preexisting conditions, surgeon qualifications, size of hospi- 
tal, and other factors. Their findings were very important: 

To our knowledge, this study provides the first empirical 
evidence that hospitals’ employment of nurses with BSN 
and higher degrees is associated with improved patient out- 
comes. Our findings indicate that surgical patients cared for 
in hospitals in which higher proportions of direct-care RNs 
held bachelor’s degrees experienced a substantial survival 
advantage over those treated in hospitals in which fewer 
staff nurses had BSN [bachelor of science in nursing] or 
higher degrees. Similarly, surgical patients experiencing se- 
rious complications during hospitalization were significantly 
more likely to survive in hospitals with a higher proportion 
of nurses with baccalaureate education (p. 1621). 

Noting that fewer than half of all hospital staff nurses na- 
tionally are prepared at the bachelor’s or higher level, and 
citing a shortage of nurses as a complicating factor, this 
group of researchers recommended “placing greater em- 


phasis in national nurse workforce planning on policies to 
alter the educational composition of the future nurse work- 
force toward a greater proportion with bachelor's or higher 
education as well as ensuring the adequacy of the overall 
supply” (p. 1623). They concluded that improved public 
financing of nursing education and increased employers’ 
efforts to recruit and retain highly prepared bedside nurses 
could lead to substantial improvements in quality of care. 
More recently, California became the first state to en- 
force state-mandated minimum nurse-to-patient ratios. 
Much commentary about the pros and cons of these types 
of mandates has been generated. To determine whether 
nurse and patient outcomes were different in California 
than in two states without mandated staffing, Aiken and 
colleagues (2010) analyzed survey data from 22,336 hos- 
pital staff nurses in California, Pennsylvania, and New Jer- 
sey, as well as state hospital discharge databases. From 
this highly complex analysis they determined the following: 


When we use the predicted probabilities of dying 
from our adjusted models to estimate how many 
fewer deaths would have occurred in New Jersey 
and Pennsylvania hospitals if the average patient-to- 
nurse ratios in those hospitals had been equivalent to 
the average ratio across the California hospitals, we 
get 13.9% (222/1598) fewer surgical deaths in New 
Jersey and 10.6% (264/2479) fewer surgical deaths 
in Pennsylvania (p. 917). 


In addition, the nurses in California experienced lower lev- 
els of burnout (a condition associated with intense and pro- 
longed stress in work settings) and were less likely to report 
being dissatisfied with their jobs. These important findings 
can inform ongoing debates in other states regarding legis- 
lation regulating nurse-patient ratio or mandatory reporting 
of nurse staffing. Aiken and colleagues (2010) concluded, 
“Improved nurse staffing, however it is achieved, is aSsoci- 
ated with better outcomes for nurses and patients” (p. 918). 
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EVIDENCE-BASED PRACTICE BOX 1.1—cont’d 


The Evidence: Better Professional Nurse Staffing Improves Quality and Safety of Patient Care 


Quality and safety of patient care are of international con- 
cern. In 2012 Aiken and a team of researchers from the Unit- 
ed States and Europe published findings from a very large, 
cross-sectional study of 488 general acute care hospitals in 
12 European countries and 617 similar hospitals in the Unit- 
ed States. Despite deficits in the quality of care present in 
all countries, Aiken and colleagues found that hospitals pro- 
viding good work environments and better staffing by pro- 
fessional nurses had nurses and patients who were more 
satisfied with care. Furthermore, their findings suggested 
that good work environments and better professional nurse 
staffing resulted in improving quality and safety of care. The 
implication of these findings is that improvement of hospital 
work environments could be an affordable strategy to im- 
prove both patient outcomes and retention of professional 
nurses who provide high-quality care. 

In 2014 Aiken et al. published seminal research assess- 
ing the impact of nursing patient ratios and educational 
qualifications in 300 hospitals in nine European countries. 
They reviewed more than 422,730 patient records of pa- 
tients who underwent common surgeries and surveyed 
26,516 nurses practicing in the study hospitals to gather 
data on nurse staffing and education. The researchers 
identified that an increase of 10% of nurses holding a 
baccalaureate degree in the hospital setting is associated 
with a 7% reduction in mortality. Also, an increase of a 
nurse's patient load by one patient increased the likeli- 
hood of an inpatient dying within 30 days of admission 


flexible staffing is more common now, a process by which 
nurses on a particular unit negotiate with one another and 
establish their own schedules to meet personal and family 
responsibilities while ensuring that appropriate staffing 
for high-quality patient care is provided. Staffing needs 
may be predictable, such as in the emergency department 
or surgical units when times of high use can be antic- 
ipated. Accordingly, some units may decrease staffing 
over major holidays because numbers of admissions are 
known to be low during certain days of the year when 
elective procedures are not routinely scheduled. 

Each hospital nursing role has its own unique char- 
acteristics. In the following profile, an RN discusses his 
role as a nurse in a neonatal intensive care unit (NICU): 


Many people are surprised when I tell them that I work 
in a NICU. They don't seem to expect that aman might 
enjoy working with the tiniest patients in the hospital. 


by 7%. In other words, cutting nurse staff to reduce the 
nursing budget may adversely affect patient outcomes. 
Also, increasing the number of baccalaureate-prepared 
nurses may prevent hospital deaths. 

In 2018 New York became the first state to require 
that new RNs obtain their baccalaureate degree within 
10 years of graduation. Much of the evidence present- 
ed to back this legislative bill came from the pivotal work 
done by Aiken and colleagues. The bill is located here: 
https://www.nysenate.gov/legislation/bills/201 7/s6768. 
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But I appreciate the technical challenges of providing 
care for an infant born very prematurely or that has 
a serious congenital condition. The biggest challenge 
for me though is working with a full-term baby that 
had some kind of unexpected trauma at birth. These 
babies can be very, very sick, and their parents need a 
lot of support and information. I take care of my little 
patients the same way I would want someone to take 
care of my own child. I can only imagine how terri- 
fying it is for the parents for their baby to be so sick. I 
know that some of the procedures that I have to do are 
painful, so I make sure that I talk to a baby while Iam 
doing a procedure and try to provide comfort the best I 
can. Sometimes, when it is possible, Ill wrap a baby in 
a blanket and rock him or her for a while when things 
are quiet in the unit. The only thing better than that is 
the day the parents take the baby home. 
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When the “fit” between nurses and their role 
requirements is good, being a nurse is particularly 
gratifying, as an oncology nurse demonstrates in dis- 
cussing her role: 


Being an oncology nurse and working with people 
with cancer that may shorten their lives brings you 
close to patients and their families. The family room 
for our patients and their families is much like some- 
one’s home. Families bring in food and have dinner 
with their loved one right here. Working with termi- 
nally ill patients is a tall order. I look for ways to help 
families determine what they hope for as their loved 
one nears the end of life. It varies. Sometimes they 
hope for a peaceful death, or hope to make amends 
with an estranged family member or friend or hope 
to go to a favorite place one more time. The diagno- 
sis of cancer is traumatic, and patients may struggle 
to cope, especially if their cancer is very advanced or 
untreatable. I love getting to know my patients and 
their families and feel that I can be helpful to them 
as they face death, sometimes by simply being with 
them. They cry, I cry—it is part of nursing for me, 
and I would have it no other way. 


These are only two of the many possible roles nurses 
in hospital settings may choose. Although brief, these 
descriptions convey the flavor of the responsibility, com- 
plexity, and fulfillment to be found in hospital-based 
nursing (Fig. 1.3). 


Fig. 1.3 Hospital staff nurses work closely with the families of 
patients, as well as with the patients themselves. (Photo used 
with permission from Photos.com.) 
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Nursing in Communities 


Lillian Wald (1867-1940) is credited with initiating com- 
munity health nursing when she established the Henry 
Street Settlement in New York City in 1895. Commu- 
nity health nursing today is a broad field, encompassing 
areas formerly known as public health nursing. Com- 
munity health nurses work in ambulatory clinics, health 
departments, hospices, homes, and a variety of other 
community-based settings. 

Community health nurses may work for either the 
government or private agencies. Those working for pub- 
lic health departments provide care in clinics, schools, 
retirement communities, and other community settings. 
They focus on improving the overall health of commu- 
nities by planning and implementing health programs, 
as well as delivering care for individuals with chronic 
health problems. Community health nurses provide 
educational programs in health maintenance, disease 
prevention, nutrition, and child care, among others. 
They conduct immunization clinics and health screen- 
ings and work with teachers, parents, physicians, and 
community leaders toward a healthier community. 

Many health departments also have a home health com- 
ponent. Over the past several decades an increasing num- 
ber of public and private agencies provides home health 
services, a form of community health nursing. In fact, home 
health care is a growing segment of the health care industry. 

Home health care is a natural fit for nursing. Home 
health nurses across the United States provide quality 
care in the most cost-effective and, for patients, most 
comfortable setting possible. Patients cared for at home 
may face significant health challenges because of man- 
agement of chronic illnesses or early hospital discharges 
in efforts to control costs. As a result, technological 
devices such as ventilators and intravenous pumps, and 
significant interventions such as administration of che- 
motherapy and total parenteral nutrition, are encoun- 
tered in home health care. Wound care is another 
domain of home health nursing. Wounds managed in the 
patient’s home can be extensive, and home health nurses 
providing wound care can assess the patient's home envi- 
ronment for factors that help or hinder healing. 

Home health nurses must possess up-to-date nurs- 
ing knowledge and be secure in their own nursing skills 
because they do not have the expertise of more experi- 
enced nurses quickly available, as they would have in a 
hospital setting. Strong assessment and communication 
skills are essential in home health nursing. These nurses 
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must make independent judgments and be able to recog- 
nize patients’ and families’ learning needs. Home health 
nurses must also recognize the limits of their education 
and experience and seek help when the patient’s needs 
are beyond the scope of their abilities. An RN working 
in home health care relates her experience: 


I have always found home care to be very rewarding. 
I get to know patients in a way I could never have if I 
had continued to work in a hospital. One of my favor- 
ite success stories involved a man with a long history 
of osteomyelitis—an infection in the bone—resulting 
from a car wreck 18 years earlier. He had a new cen- 
tral line and was going to get 6 months of intravenous 
antibiotics. If this treatment didn't work, he was fac- 
ing an above-the-knee amputation. I taught his wife 
how to assess the dressing and site, how to change the 
dressing, and how to infuse the antibiotics twice a day. 
At my once-a-week visits to draw blood, I counseled 
the patient about losing weight and quitting smoking 
because these measures would help in his healing. He 
lost 80 pounds, quit smoking completely, and at the end 
of 6 months, he had no signs of infection. He described 
himself as “a new man.’ I was so happy for him and 
his wife. Holistic nursing care in his own home made a 
huge difference for the rest of his life. 


Some nurses are certified as community health or 
home health nurses by the ANCC. The examinations for 
these two specialties have now been retired, but nurses 
certified before this can have their credentials renewed. 
The ANCC does have an examination for certification as 
a public health nurse-advanced. The demand for nurses 
to work in a variety of community settings is expected 
to continue to increase as care moves from hospitals to 
homes and other community sites. 


Nursing in Medical Offices 


Nurses who are employed in medical office settings 
work in collaboration with physicians, NPs, and their 
patients. Office-based nursing activities include per- 
forming health assessments, reviewing medications, 
drawing blood, giving immunizations, administering 
medications, and providing health teaching. Nurses in 
office settings also act as liaisons between patients and 
physicians or NPs. They expand on and clarify recom- 
mendations for patients, as well as provide emotional 
support to anxious patients. They may visit hospital- 
ized patients, and some assist in surgery. Often, RNs in 
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office practices supervise other care providers, such as 
licensed practical/vocational nurses, nurse aides, and, 
depending on the size of the practice, other employees 
of the practice such as assistants who schedule patient 
appointments and manage patient records. 

An RN who works for a nephrology practice with 
three nephrologists describes a typical day: 


I first make rounds independently on patients in the 
dialysis center, making sure they are tolerating the dial- 
ysis procedure and answering questions about their 
treatments and diets. I then make rounds with one of 
the physicians in the hospital as she visits patients and 
prescribes new treatments. The afternoon is spent in 
the office assessing patients as they come for their phy- 
sician’ visit. I might draw blood for a diagnostic test 
on one patient and do patient teaching regarding diet 
with another. No two days are alike, and that is what I 
love about this position. I have a sense of independence 
but still have daily patient contact. 


RNs considering employment in office settings need. 
good communication skills because many of their respon- 
sibilities involve communicating with patients, families, 
employers, pharmacists, and hospital admissions offices. 
Nurses should be careful to ask prospective employers the 
specifics of the position because nursing roles in office prac- 
tices can range from routine tasks to challenging responsi- 
bilities requiring expertise in a particular practice setting, 
such as that described by the nurse in the nephrology prac- 
tice. Educational requirements, hours of work, and specific 
responsibilities vary, depending on the preferences of the 
employer. Some nurses find a predictable daily sched- 
ule with weekends and holidays off to be an advantage in 
working in an office practice. An important advantage of 
employment in an office setting is that over time, nurses get 
to know their patients well, including several members of a 
family, depending on the type of practice. 


Nursing in the Workplace 


Many companies today employ occupational and envi- 
ronmental health nurses to provide basic health care 
services, health education, screenings, and emergency 
treatment to employees in the workplace. Corporate 
executives have long known that good employee health 
reduces absenteeism, insurance costs, and worker errors, 
thereby improving company profitability. Occupational 
health nurses (OHNs) represent an important investment 
by companies in the health and safety of their employees. 
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They are often asked to serve as consultants on health 
matters within the company. OHNs may participate in 
health-related decisions, such as policies affecting health 
insurance benefits, family leaves, and acquisition and 
placement of automatic external defibrillators. Depend- 
ing on the size of the company, the OHN may be the only 
health professional employed in a company and there- 
fore may have a good deal of autonomy. 

Being licensed is generally the minimum require- 
ment for nurses in occupational health roles. The 
American Association of Occupational Health Nurses 
(AAOHN) recommends that OHNs have a bachelor’s 
degree. OHNs must possess knowledge and skills that 
enable them to perform routine physical assessments 
(e.g., vision and hearing screenings) for all employees. 
Good interpersonal skills to provide counseling and 
referrals for lifestyle problems, such as stress or sub- 
stance abuse, are a bonus for these nurses. At a mini- 
mum, they must know first aid and basic life support. 
If employed in a heavy industrial setting where the risk 
of burns or trauma is present, OHNs must have special 
training to manage those types of medical emergencies. 

OHNs also have responsibilities for identifying 
health risks in the entire work environment. They must 
be able to assess the environment for potential safety 
hazards and work with management to eliminate or 
reduce them. They need in-depth knowledge of govern- 
mental regulations, such as those of the Occupational 
Safety and Health Administration (OSHA) and must 
ensure the company complies. They may instruct new 
workers in the effective use of protective devices such 
as safety glasses and noise-canceling earphones. OHNs 
also understand workers’ compensation regulations and 
coordinate the care of injured workers with the facilities 
and providers who provide care for an employee with a 
work-related injury. Some injuries may be life threaten- 
ing; others may be chronic but clearly related to work, 
such as musculoskeletal injuries from repetitive motion 
or poorly designed workspaces. 

Nurses in occupational settings have to be confi- 
dent in their nursing skills, be effective communicators 
with both employees and managers, be able to motivate 
employees to adopt healthier habits, and be able to func- 
tion independently in providing care. The AAOHN is 
the professional organization for OHNs. The AAOHN 
provides conferences, webcasts, a newsletter, a jour- 
nal, and other resources to help OHNs stay up-to-date 
(website: www.aaohn.org). Certification for OHNs is 
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available through the American Board for Occupational 
Health Nurses (ABOHN). 


Nursing in the Armed Services 


Nurses practice in both peacetime and wartime settings 
in the armed services. Nurses serving in the military 
(“military nurses”) may serve on active duty or in mili- 
tary reserve units, which means that they will be called 
to duty in the case of an emergency. They serve as staff 
nurses and supervisors in all major medical specialties. 
Both general and advanced practice opportunities are 
available in military nursing, and the settings in which 
these nurses practice use state-of-the-art technology. 

Military nurses often find themselves with broader 
responsibilities and scope of practice than do civilian 
nurses because of the demands of nursing in the field, on 
aircraft, or onboard ship. Previous critical care, surgery, 
or trauma care experience is desirable but not required. 
Military nurses are required to have a BSN degree for 
active duty. They enter active duty as officers and must 
be between the ages of 21 and 46% years when they 
begin active duty. Professional Profile Box 1.1 is a profile 
of the work of Lt. Joseph Biddix, BSN, RN, a nurse in the 
Navy who was stationed on a hospital ship. 

A major benefit of military nursing is the opportu- 
nity for advanced education. Military nurses are encour- 
aged to seek advanced degrees, and support is provided 
during schooling. The U.S. Department of Defense 
pays for tuition, books, moving expenses, and even sal- 
ary for nurses obtaining advanced degrees. This allows 
the student to focus on his or her studies. Nurses with 
advanced degrees are eligible for promotion in rank at 
an accelerated pace. 

Travel and change are integral to military nursing, 
so these nurses must be flexible. Military nurses in the 
reserves must be committed to readiness; they must be 
ready to go at a moment’s notice. All military nurses 
may be called on for active wartime duty anywhere in 
the world. 

In 2011 Lieutenant General (Lt. Gen.) Patricia Horoho 
was nominated and confirmed to become the Army Sur- 
geon General, the first nurse and the first woman to serve 
in this capacity. Horoho had previously commanded the 
Walter Reed Health Care System and was serving in the 
Pentagon on September 11, 2001, where she cared for 
the wounded after terrorists crashed a plane into the 
building. Lt. Gen. Horoho is an experienced clinical 
trauma nurse (National Journal, 2011). 
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fF] PROFESSIONAL PROFILE BOX 1.1 


My nursing path was untraditional. | graduated from col- 
lege in 2005 with an Arts degree in Media Studies and 
Production and immediately began an internship with the 
entertainment industry in Los Angeles. | eventually worked 
for a top talent management firm, yet after 4 successful 
years in the business, something was missing. | kept ask- 
ing myself, “Why doesn't this feel more rewarding?” 

| began exploring other options in search of professional 
gratification, and the idea of military service kept popping 
into my head. | questioned what the military would do 
with a film major whose only job experience was working 
in Hollywood. While deciding options, a close friend told 
me that he was planning to return to school for a second- 
degree nursing program. It didn’t sound like a bad idea 
and this would be a perfect career for the military. My 
internal wheels were spinning, so | called my mom for ad- 
vice about what | should do, because she was a nurse of 
30 years. She said, “I've always thought you would make 
an excellent nurse, but | never wanted to push it. | figured 
| would let you find your path on your own.” 

That was all the encouragement | needed. Once ac- 
cepted into a nursing program, | contacted the local Navy 
recruiter. After a rigorous application process, | was ac- 
cepted into a program to become a Nurse Corps Officer, 
and on graduation, | was commissioned as an ensign in 
the United States Navy. 

Nearly 3 years later, | have found military nursing to be a 
phenomenal experience. | have the opportunity to provide 
nursing care to active duty and retired service members 
and their families. Additionally, it is my responsibility to 
train our hospital corpsmen who regularly care for our 
forward deployed sailors and marines. These young men 
and women carry a heavy responsibility to provide first 
responder care to our warfighters. As a Navy nurse, | 
have a direct role in mentoring them. There is no greater 
reward than training newly enlisted corpsmen and seeing 
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their faces light up when they “get it.” Whether we're 
discussing the physiology of hypertension or how to treat 
for shock after a blast injury, you know when the light- 
bulb turns on and your sailor has added another layer to 
his or her knowledge base. 

Earlier in my career, | was stationed aboard the USNS 
Comfort (T-AH 20) hospital ship for 6 months in support of 
Continuing Promise 2015. This mission allowed me to pro- 
vide humanitarian assistance alongside partner nation and 
civilian experts to patients in 11 countries in Central and 
South America and the Caribbean. As a Navy nurse, | spent 
10 days in Belize providing nursing care and education to 
patients and helped provide nursing assistance to our Sea- 
bees construction crew while painting buildings in Panama. 
In between providing care to thousands of patients in oth- 
er nations, | was a postoperative nurse on a hospital ship. 
This all is a world away from my old life in Hollywood, but | 
wouldn't trade anything for my time at sea with my fellow 
Navy nurses and corpsmen and helping those in need. 


Lt. Joseph Biddix, USN 
U.S. Navy Medical Center, Camp Lejeune, NC 


Note: The views expressed in this article are those of the author and do not necessarily reflect the official policy or position of the 
Department of the Navy, the Department of Defense, or the United States government. 


Reference: Courtesy Lt. Joseph Biddix. 


Nursing in Schools 

School nursing is an interesting, specialized practice of 
professional nursing. In 2017 the National Association of 
School Nurses (NASN) defined school nursing as “a spe- 
cialized practice of nursing [that] protects and promotes 
student health, facilitates optimal development, and 
advances academic success. School nurses, grounded in 
ethical and evidence-based practice, are the leaders who 


bridge health care and education, provide care coordi- 
nation, advocate for quality student-centered care, and 
collaborate to design systems that allow individuals and 
communities to develop their full potential” (NASN, 
2017). To that end, school nurses facilitate positive stu- 
dent responses to normal development; promote health 
and safety, including a healthy environment; intervene 
with actual and potential health problems; provide case 
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management services; and actively collaborate with oth- 
ers to build student and family capacity for adaptation, 
self-management, self-advocacy, and learning. 

School nurses are in short supply. Very few states 
achieve the federally recommended ratio of 1:750 (a 
recommended minimum number of 1 school nurse for 
every 750 students). In 2016 only 8 states had set a nurse- 
to-student ratio; however, these ratios were not neces- 
sarily consistent with the guidelines set by the Centers 
for Disease Control and Prevention (CDC) and NASN. 
For instance, Pennsylvania's ratio was set at 1 nurse 
per 1500 students, twice the prescribed ratio (Camera, 
2016). This poses a serious problem for children with 
disabilities, for those with chronic illnesses in need of 
occasional management at school, and for children who 
become ill or are injured at school. With higher than 
recommended ratios of students per RN, children may 
lack the substantial health benefits of having a school 
nurse available to them during the school day. 

School nursing has the potential to be a significant 
source of communities’ health care. In medically under- 
served areas and with the number of uninsured fami- 
lies increasing, the role of school nurse is sometimes 
expanded to include members of the student’s imme- 
diate family. This requires many more school nurses— 
requiring willingness of state and local school boards 
to hire them. Without adequate qualified staffing, the 
nation’s children cannot receive the full benefits of 
school nurse programs. 

Most school systems require nurses to have a min- 
imum of a bachelor’s degree in nursing, whereas some 
school districts have higher educational requirements. 
Prior experience working with children is also usually 
required. School health has become a specialty in its 
own right, and in states where school health is a prior- 
ity, graduate programs in school health nursing have 
been established. The National Board for Certification 
of School Nurses (NBCSN) is the official certifying body 
for school nurses. 

School nurses need a working knowledge of human 
growth and development to detect developmental prob- 
lems early and refer children to appropriate therapists. 
Counseling skills are important because many children 
turn to the school nurse as a counselor. School nurses 
keep records of children’s required immunizations and 
are responsible for ensuring that immunizations are cur- 
rent. When an outbreak of a childhood communicable 
illness occurs, school nurses educate parents, teachers, 
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and students about treatment and prevention of trans- 
mission. For children with special needs, school nurses 
must work closely with families, teachers, and the stu- 
dents’ primary providers to care for these children while 
at school—and these needs can be significant. Manage- 
ment of the health of children with diabetes and serious 
allergies is important in the daily life of school nurses. 

School nurses work closely with teachers to incorpo- 
rate health concepts into the curriculum. They endorse 
the teaching of basic health practices, such as hand- 
washing and caring for teeth. School nurses encourage 
the inclusion of age-appropriate nutritional information 
in school curricula and work with children to make 
healthful food choices in the cafeteria and when choos- 
ing snacks. They conduct vision and hearing screenings 
and make referrals to physicians or other health care 
providers when routine screenings identify problems 
outside the nurses’ scopes of practice. 

School nurses must be prepared to handle both rou- 
tine illnesses of children and adolescents and emergencies. 
One of their major concerns is safety. Accidents are the 
leading cause of death in children of all ages, yet some acci- 
dents are preventable. Prevention includes both protection 
from obvious hazards and education of teachers, parents, 
and students about how to avoid accidents. School nurses 
work with teachers, school bus drivers, cafeteria workers, 
and other school employees to provide the safest possible 
environment. When accidents occur, first aid for minor 
injuries and emergency care for more severe ones are 
additional skills school nurses use (Fig. 1.4). Detection of 
evidence of child neglect and abuse is a sensitive but essen- 
tial aspect of school nursing. School violence or bullying 
can also result in injury, absenteeism, and anxiety. In the 
wake of school violence involving guns and the possibil- 
ity of experiencing a natural disaster, the NASN has made 
disaster preparedness a priority. 

The mission of NASN is “advancing school nurse 
practice to keep students healthy, safe, and ready to 
learn” (www.nasn.org). This underscores their commit- 
ment to both the health and education of schoolchildren 
across the United States. The NASN 2013-2014 annual 
report noted that sensitivity to the cultural needs of stu- 
dents is important in assisting with a child’s health and 
to that end created a section on their website focusing 
on cultural competence. An important recent initiative 
by the NASN has been to address the epidemic of child- 
hood obesity, creating a CE program for school nurses 
to provide them with resources and skills to address the 
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Fig. 1.4 School nurses manage a variety of students’ health 
problems, from playground injuries to chronic illnesses such 
as asthma and diabetes. (Photo used with permission from 
iStockphoto.) 


problems and challenges of overweight and obese chil- 
dren (NASN Annual Report, 2014). 


Nursing in Palliative Care and End-of-Life Settings 
Hospice and palliative care nursing is a nursing spe- 
cialty dedicated to improving the quality of life of patients 
who are seriously or terminally ill and their families. The 
World Health Organization (WHO) defines palliative 
care as “an approach that improves the quality of life of 
patients and their families facing the problem associated 
with life-threatening illness, through the prevention and 
relief of suffering by means of early identification and 
impeccable assessment and treatment of pain and other 
problems, physical, psychosocial and spiritual” (WHO, 
2018). Hospice care is “the model for quality, compas- 
sionate care for people facing a life-limiting illness or 
injury” and involves an interdisciplinary approach to 
symptom management, including pain management 
and emotional and spiritual support shaped to the 
specific needs of the patient and family as the patient 
approaches the end of his or her life (National Hospice 
and Palliative Care Organization, 2018). 
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In the past decade, schools of nursing and other 
nursing organizations have increased attention to this 
important realm of care. According to the American 
Nurses Association (ANA) document Hospice and Pal- 
liative Care Nursing: Scope and Standards of Practice, 
“Hospice and palliative care nursing reflects a holis- 
tic philosophy of care implemented across the lifespan 
and across diverse health settings. The goal of hospice 
and palliative nursing is to promote and improve the 
patient’s quality of life through the relief of suffering 
along the course of the illness, through the death of the 
patient, and into the bereavement period of the family” 
(ANA, 2007, p. 1). Three major concepts are founda- 
tional to end-of-life care (ANA, 2007): 

1. Persons are living until the moment of death. 

2. Coordinated care should be offered by a variety of 
professionals, with attention to the physical, psycho- 
logical, social, and spiritual needs of patients and 
their families. 

3. Care should be sensitive to patient and family diver- 
sity (or cultural beliefs). 

In 1986 the Hospice and Palliative Nurses Association 
(HPNA) was established, and it is now the largest and 
oldest professional nursing organization dedicated to the 
practice of hospice and palliative care. HPNA has a jour- 
nal, JHPN—Journal of Hospice and Palliative Nursing, a 
peer-reviewed publication that promotes excellence 
in end-of-life care, which is published six times each 
year and can be followed on Twitter at @JHPN_online. 
HPNAs website is https://advancingexpertcare.org/ 
and can be followed on Twitter at @HPNAinfo. In addi- 
tion to HPNA, two other organizations are central to 
supporting this domain of nursing: the Hospice and Pal- 
liative Nurses Foundation (HPNF) and the Hospice and 
Palliative Credentialing Center (HPCC). In 2014 these 
three organizations adopted shared mission and vision 
statements, in addition to pillars of excellence held in 
common. The shared mission is “advancing expert care 
in serious illness” and the shared vision is “transform- 
ing the care and culture of serious illness” The pillars 
on which these organizations base their work are edu- 
cation, competence, advocacy, leadership, and research 
(HPNA, 2015). 

Because nursing curricula traditionally have not 
included extensive content to prepare nurses to deal effec- 
tively with dying patients and their families, the AACN 
developed CARES: Competencies and Recommendations 
for Educating Undergraduate Nursing Students Preparing 
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Nurses to Care for the Seriously Ill and Their Families. 
This document provides palliative care competencies for 
the undergraduate nursing student and may be viewed 
online at http://www.aacnnursing.org/Portals/42/EL- 
NEC/PDF/New-Palliative-Care-Competencies.pdf. 

In 2000 End-of-Life Nursing Education Consortium 
(ELNEC) was funded by the Robert Wood Johnson 
Foundation, and it has since received additional fund- 
ing by a variety of organizations. The foundation for the 
ELNEC project reflects the core areas identified by the 
AACN in the CARES document. As of 2015, more than 
19,500 nurses and other providers had received ELNEC 
education in “train the trainer” symposia. These new 
ELNEC trainers then returned to their communities 
and institutions and have educated more than 600,000 
other nurses and providers in end-of-life care. Currently 
there are seven available curricula: core, pediatric palli- 
ative care, critical care, geriatric, advance practice regis- 
tered nurse, international, and veterans (AACN, 2018). 
To expand the reach of CARES and ELNEC, AACN 
launched six interactive online modules for under- 
graduate nursing students. The online ELNEC mod- 
ules had more than 200 schools and more than 7000 
users enrolled in its first year. For more information see 
http://elnec.academy.reliaslearning.com. 

Hospice and palliative care nurses work in a variety 
of settings, including inpatient palliative/hospice units, 
free-standing residential hospices, community-based or 
home hospice programs, ambulatory palliative care pro- 
grams, teams of consultants in palliative care, and SNFs. 
Both generalists and APNs work in palliative care. 


Information Technologies in Nursing: Telehealth 
and Informatics 


Telehealth is the delivery of health care services and 
related health care activities through telecommunica- 
tion technologies. Telehealth nursing (also known as 
telenursing or nursing telepractice) is not a separate nurs- 
ing specialty, because few nurses use telehealth systems 
exclusively in their practices. Rather, it is most often 
found as a part of other nursing roles. Current technol- 
ogy includes bedside computers, interactive audio and 
video links, teleconferencing, real-time (synchronous) 
transmission of patients’ diagnostic and clinical data, 
and more. The fastest growing applications of these tech- 
nologies are phone triage, remote monitoring, and home 
care. Some aspects of patient health can be monitored 
from a distance via remote patient monitoring (RPM) 
and include physiologic data (e.g., blood pressure, blood 
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glucose, oxygen levels) (healthit.gov, 2017). The use 
of telehealth devices expands access to health care for 
underserved populations and individuals in both urban 
and rural areas. Telehealth can also reduce the sense of 
professional isolation experienced by those who work 
in such areas and may assist in attracting and retaining 
health care professionals in remote areas. 

Technologies available for telehealth nurses include 
remote access to laboratory reports and digitalized imag- 
ing; counseling patients on medications, diet, activity, or 
other therapy on mobile phones or by voice-over-Inter- 
net (VOI) protocol services (e.g., Skype; FaceTime); or 
participating in interactive video sessions, such as an 
interdisciplinary team consultation about a complex 
patient issue. Although the fundamentals of basic nurs- 
ing practice do not change because of the nurse’s use of 
telehealth technologies, their use may require adapta- 
tion or modification of usual procedures. In addition, 
telehealth nurses must develop competence in the use of 
each new type of telehealth technology, which changes 
rapidly. 

Numerous legal and regulatory issues surround 
nursing care delivered through telehealth technolo- 
gies; for instance, care of patients across state lines may 
require licensing in the state not only where the nurse is 
employed but also where the patients reside. The Rob- 
ert J. Waters Center for Telehealth and e-Health Law 
(www.ctelLorg) (2018) is a clearinghouse organization 
for information about legal and regulatory issues related 
to telehealth, including nurse licensure, credentialing, 
Medicare and Medicaid reimbursement, and other issues 
related to the provision of health care from a distance. 
You can learn more about telehealth, an area of growing 
interest in nursing and other health professions, as well 
as some controversy, from the Association of Telehealth 
Service Providers (www.atsp.org), from the American 
Telemedicine Association (www.americantelemed.org), 
and from the American Academy of Ambulatory Care 
Nursing (www.aaacn.org). 

Nursing informatics (NI) is a rapidly evolving spe- 
cialty area defined by the Nursing Informatics Nursing 
Group as “the science and practice [integrating] nurs- 
ing, its information and knowledge, with management 
of information and communication technologies to 
promote the health of people, families, and communi- 
ties worldwide” (American Medical Informatics Asso- 
ciation, 2015). Informatics nurses (also known as nurse 
informaticians) were well positioned to assist in the 
implementation of the 2009 American Recovery and 
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Reinvestment Act and the Health Information Tech- 
nology Act. This legislation contained federal incentives 
for the adoption of electronic health records (EHRs) 
with criteria known as meaningful use. To qualify for 
Centers for Medicare and Medicaid Services (CMS) 
incentive payments, health care organizations had to 
select, implement, enhance, and/or measure the impact 
of EHRs on patient care. Meaningful Use (MU) was a 
three-stage initiative implemented in 2011-2016. MU 
focused on the use of technology to improve patient out- 
comes through the engagement of patients and families, 
improved care coordination, and increased privacy and 
security of patient information. MU is now included as 
part of the Medicare Access and Chip Reauthorization 
Act, which focuses on merit-based incentives and the 
use of EHR technology for multiple purposes, including 
quality care (HealthIT. gov, 2017). 

Because they are nurses themselves, nurse informati- 
cians are best able to understand the needs of nurses who 
use the systems and can customize or design them with 
the needs, skills, and time constraints of those nurses 
in mind. In contrast to computer science systems ana- 
lysts, nurse informaticians must clearly understand the 
information they handle and how other nurses will use 
it. According to the 2017 Healthcare Information and 
Management Systems Society Nursing Informatics Work 
Survey, nurses in this field were overall satisfied with 
their work. Their two main job responsibilities included 
systems implementation and _ utilization/optimization, 
suggesting that their role is imperative in the effective use 
of electronic medical and health records (EMR/EHR) 
(2018). 

As health care organizations continue to adopt and 
implement EHRs, nurse informaticians will be in increas- 
ing demand. 

At a minimum, nurses specializing in informatics 
should have a BSN and additional knowledge and expe- 
rience in the field of informatics. An increasing number 
of nurse informaticians have advanced degrees, includ- 
ing doctorates. Certification as an informatics nurse 
is available through the ANCC. The American Med- 
ical Informatics Association (AMIA; www.amia.org) 
and the Health Information and Management Systems 
Society (HIMSS; www.himss.org) sponsor the Alliance 
for Nursing Informatics (ANI), whose mission is to 
“advance nursing informatics practice, education, policy 
and research through a unified voice of nursing infor- 
matics organizations” (ANI, 2015). The ANI website is 
wwwaallianceni.org. 
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Thede (2012) published an interesting retrospective 
on NI, describing the developments that she has seen 
in this field over the past 30 years, reporting that basic 
computer skills, informatics knowledge, and informa- 
tion literacy are three “threads” of importance to nurs- 
ing. She noted that one of the failures of “early dreamers” 
in informatics was not considering the cultural changes 
that would be required to move into a multidisciplinary 
perspective regarding the use of information in health 
care settings, including “abandonment of the paper 
chart mentality.” With the incentives from CMS driving 
the widespread adoption of EHR, nurse informaticians 
will be instrumental in moving the development of these 
technologies into clinical usefulness with the goal of 
improving the population’s health. 


Nursing in a Faith Community 

Interest in spirituality and its relation to wellness and 
healing in recent years prompted the development of 
the rapidly growing practice specialty of faith commu- 
nity nursing (FCN), previously known as parish nurs- 
ing. “FCN is a nursing practice specialty that focuses on 
the intentional care of the spirit, promotion of an inte- 
grative model of health, and prevention and minimiza- 
tion of illness within the context of a faith community” 
(ANA, 2017). FCN takes a holistic approach to healing 
that involves partnerships among congregations, their 
pastoral staffs, and health care providers. Since its devel- 
opment in the Chicago area in the 1980s by a hospital 
chaplain, Dr. Granger E. Westberg, FCN has spread rap- 
idly and now includes more than 15,000 nurses in paid 
and volunteer positions in a variety of religious faiths, 
cultures, and countries. 

The FCN reclaims the historical custom of health 
and healing found in many faith traditions. The spiritual 
dimension is central to FCN practice with a focus on 
the intentional care of the spirit while assisting individ- 
uals and faith-based communities to regain wholeness 
in body, mind, and spirit (Westberg Institute for Faith 
Community Nursing, 2018). FCNs are instrumental in 
connecting individuals disconnected from the health 
care system with preventative services and local health 
care resources, can clarify provider orders, and iden- 
tify and recommend needed medical care (Schroepfer, 
2016). Research with small FCN projects and partner- 
ships demonstrates the benefits of the combined health 
and spiritual ministry; however, follow-up research 
that can more broadly address the impact of the FCN is 
needed (Schroepfer, 2016). 
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Since 1997 the ANA (2017) has recognized FCM as a 
specialty nursing practice within diverse faith communi- 
ties. The Health Ministries Association Inc. and the ANA 
in their third edition of Faith Community Nursing: Scope 
and Standards of Practice collaboratively define six stan- 
dards of practice for FCN and 11 standards of professional 
performance (ANA, 2017). Faith community nurses 
serve as members of the pastoral team in a faith com- 
munity. The practice of FCN is governed by the nurse’s 
state nurse practice act, Nursing: Scopes and Standards of 
Practice (ANA, 2015a), Faith Community Nursing: Scope 
and Standards (ANA, 2017), and the Code of Ethics for 
Nurses with Interpretive Statements (ANA, 2015b). FCNs 
work as health educators and counselors, advocates for 
health services, referral agents, and coordinators of vol- 
unteer health ministers. Faith community nurses often 
sponsor health screenings and facilitate support groups 
while integrating the concepts of health and spirituality. 

Many FCNs work independently and benefit from net- 
working with other FCNs. Throughout the United States, 
many local and regional FCN organizations support FCN 
networking and collaboration, providing grant oppor- 
tunities and even specialized training in the ministry 
of FCN practice. Nurses interested in FCN may pursue 
specialized training with a local or regional FCN orga- 
nization. According to the Westberg Institute for Faith 
Community Nursing (2018), an FCN should (1) main- 
tain an active nursing license in the state of practice; (2) 
have a baccalaureate degree in nursing with experience in 
community nursing; (3) have completed an educational 
course to prepare for FCN practice; (4) have specialized 
knowledge of the spiritual beliefs and practices of the 
faith community; (5) reflect personal spiritual maturity in 
his or her practice; and (6) be organized, flexible, a self- 
starter, and an excellent communicator. 


Nurses in Business: Entrepreneurs 


Some nurses are highly creative and are challenged by 
the risks of starting a new enterprise. Such nurses may 
make good nurse entrepreneurs. 

Similar to an entrepreneur in any field, a nurse 
entrepreneur identifies a need and creates a service to 
meet the identified need. Nurse entrepreneurs enjoy the 
autonomy derived from owning and operating their 
own health-related businesses. Groups of nurses, some 
of whom are faculty members in schools of nursing, 
have opened nurse-managed centers to provide direct 
care to clients. Nurse entrepreneurs are self-employed 
as consultants to hospitals, nursing homes, and schools 
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of nursing. Others have started nurse-based practices 
and carry their own caseloads of patients with physical 
or emotional needs. They are sometimes involved in 
presenting educational workshops and seminars. Some 
nurses establish their own apparel businesses, manufac- 
turing clothing for premature babies or for persons with 
physical challenges. Others own and operate their own 
health equipment companies, health insurance agencies, 
and home health agencies. Still others invent products 
such as stethoscope covers that can be changed between 
patients to prevent the spread of infection. Here are a few 
comments from one such entrepreneur, the chief exec- 
utive officer of a privately owned home health agency: 


I enjoy working for myself. I know that my success 
or failure in my business is up to me. Having your 
own home health agency is a lot of work. You have 
to be very organized, manage other people effec- 
tively, and have excellent communication skills. You 
cannot be afraid to say no to the people. There is 
nothing better than the feeling I get when a fam- 
ily calls to say our nurses have made a difference in 
their loved one’ life, but I also have to take the calls 
of complaint about my agency. Those are tough. 


Increasingly, nurses are entering the business of 
health care, finding increasing opportunities to create 
their own companies. One such company offers nursing 
care for mothers, babies, and children. This company’s 
emphasis is the care of women whose pregnancies may 
be complicated by diabetes, hypertension, or multiple 
births. The RN who founded this company described 
the services offered by her company: 


Our main specialty is managing high-risk pregnan- 
cies and high-risk newborns. Home care for these 
individuals is a boon not only to the patients them- 
selves but also to hospitals, insurance companies, and 
doctors. Now with shorter hospital stays, risks are 
minimized if skilled maternity nurses are on hand to 
provide patients with specialty care in their homes. 


As with almost any endeavor, disadvantages come 
with owning a business, such as the risk of losing your 
financial investment if the business is unsuccessful. Fluc- 
tuations in income are common, especially in the early 
months, and regular paychecks may be somewhat rare, 
at least in the beginning. A certain amount of pressure 
is created because of the total responsibility for meeting 
deadlines and paying bills, salaries, and taxes, but there 
is great opportunity as well. 
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In addition to financial incentives, there are also 
intangible rewards in entrepreneurship. For some peo- 
ple, the autonomy and freedom to control their own 
practice are more than enough to compensate for the 
increased pressure and initial uncertainty. 

With rapid changes occurring daily in the health care 
system, new and exciting possibilities abound. Alert 
nurses who possess creativity, initiative, and business 
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savvy have tremendous opportunities as entrepreneurs. 
The website www.nursingentrepreneurs.com provides a 
long list of categories of businesses operated by nurse 
entrepreneurs, the variety of which is extensive (e.g., 
movie set nurses, holistic life change strategists, med- 
ical bill auditing, nurse poet, nursing business startup 
coaching). In Professional Profile Box 1.2, you can read 
a description of the career of Kay Wagoner, PhD, RN, 


fi PROFESSIONAL PROFILE BOX 1.2 NURSE ENTREPRENEUR 


It is my belief that everyone should go to nursing school, 
because it prepares one for diverse professional opportu- 
nities and life in general. My life has taken several tumbles 
and turns, careening forward, backward, up, and down. At 
each point along the way, there were reasons to be forev- 
er grateful to nursing. Nursing taught me to look in more 
detail at incongruences, to seek the essence of each di- 
lemma, while keeping a holistic perspective. | have been a 
consistent collector of data, be it from direct patient experi- 
ence, from educational endeavors, or from scientific exper- 
imentation. Although the data always molded my thinking, 
final decisions were based on a desire to do something 
that made a difference in health and health care. 

| cherished my time in intensive care nursing, one of my 
first careers, because it was there that | began to appre- 
ciate the need to better understand organ systems and 
cellular interactions to intervene with the critically ill on a 
moment-to-moment basis. My desire to learn more about 
how one responds to a variety of health challenges and 
life crises propelled me to advance my nursing education 
at the master’s level. 

With my newly minted master’s degree and a specialty 
in cardiovascular nursing, | was challenged to teach under- 
graduate nursing students that which | strove hardest to un- 
derstand: how organ systems and the cells that comprised 
them functioned and malfunctioned. While learning through 
teaching, my nursing practice shifted to cardiovascular dis- 
ease prevention and rehabilitation. | founded my first com- 
pany, which provided a new treatment paradigm for individ- 
uals attempting to stave off or repair from cardiovascular 
disease. This combination of teaching and practice provided 
great growth opportunities for me, including the confidence 
to delve deeper into the science of health and disease. 

| went back to the classroom and completed doctoral 
and postdoctoral studies in physiology and pharmacolo- 
gy. | gained a more complete understanding of how cells, 
organ systems, and the human body works and fails. | 
also came to realize that many of the available treatments 
were too little too late and many of the available medica- 
tions woefully inadequate in terms of efficacy and safety. 


Reference: Courtesy Kay Wagoner. 


Thus for the next 20 years, | explored the discovery 
and development of new treatments and medications 
by founding the science-based drug discovery company 
Icagen, Inc., which was sold to Pfizer, Inc., in 2011. As 
the CEO and president of Icagen, | used my nursing back- 
ground to provide focus on truly unmet medical needs 
such as new treatments for sickle cell disease, arrhyth- 
mias, epilepsy, and pain. We sought to make data-driven 
decisions by asking and answering the question, “What 
are the most efficacious and safe mechanisms to target 
for new treatments to improve patient outcomes?” 

Today | am working with nurse educators and entre- 
preneurs and can be often heard asking, “How can we 
innovate to make a difference?” Our great nursing profes- 
sion can lead us down many different career paths, some 
clearly more direct than mine. Along the way we can let 
nursing help drive evidence-based decision making to 
make a positive difference in health and health care. 


Kay Wagoner, PhD, RN 
(Cardiovascular Nurse Specialist) 
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whose career in nursing gave her expertise in cardiovas- 
cular nursing; using her knowledge from nursing, she 
founded her own drug development company. 


NURSING OPPORTUNITIES REQUIRING 
ADVANCED DEGREES 


Many RNs choose to pursue careers that require a mas- 
ter’s degree, doctoral degree, or specialized education in 
a specific area. These roles include clinical nurse leaders, 
nurse managers, nurse executives in hospital settings, 
nurse educators (whether in clinical or academic set- 
tings), nurse anesthetists, nurse-midwives, clinical nurse 
specialists, and advanced practice nursing in a variety of 
settings. Some of these careers are described next. 


Nurse Educators 

In 2008, 98,268 RNs reported working in academic 
education programs (U.S. Department of Health and 
Human Services, 2010). Since 2005, more than 5300 
nurse educators have achieved specialty certification as 
certified nurse educators through the National League 
of Nursing (Simmons, 2017). Nurse educators teach in 
licensed practical nurse/licensed vocational nurse pro- 
grams, diploma programs, associate degree programs, 
bachelor’s and higher degree programs, and programs 
preparing nursing assistants. Nurse educators in accred- 
ited schools of nursing offering a bachelor’s or higher 
degree must hold a minimum of a master’s degree in 
nursing. The NLN (2015) in their 2014-2015 faculty 
census survey identified 1072 full-time nursing faculty 
vacancies, with approximately one-third of the vacancies 
at the baccalaureate level. The NLN (2015) found that 
a lack of qualified candidates and an inability to offer 
competitive salaries as the main difficulties in recruiting 
new nurse educators. Concerns about a critical shortage 
of nursing faculty in the future continue. 


Clinical Nurse Leaders 


One of the newer credentials approved by the AACN 
is the clinical nurse leader (CNL). This designation 
was intended as a means of allowing master’s-prepared 
nurses to oversee and manage care at the point of care 
in various settings. CNLs are not intended to be admin- 
istrators or managers but are clinical experts who may, 
on occasion, actively provide direct patient care them- 
selves. The CNL is a generalist providing and managing 
care at the point of care to patients, individuals, families, 
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and communities and is prepared to facilitate a culture 
of safety for specific groups of patients with the goal of 
improving patient outcomes (Rankin, 2015). 

The role of CNL was not without controversy and 
objections from CNSs, who are APNs and who saw 
the proposed role as duplicating and potentially disen- 
franchising CNSs. Currently, 117 schools affiliated with 
AACN offer CNL programs. More information can be 
found on the AACN’s website: http://www.aacnnursing 
.org/CNL/About. 


Advanced Practice Nursing 


Advanced practice nursing is a general term applied to 
an RN who has met advanced educational and clinical 
practice requirements beyond the 2 to 4 years of basic 
nursing education required of all RNs. Advanced prac- 
tice nursing has grown since it evolved more than 40 
years ago. The 2017 workforce data reports that more 
than 250,000 nurses are practicing in advanced prac- 
tice roles, and the projected demand for these roles will 
increase by over 30% in the next 10 years (Bureau of 
Labor Statistics, 2018; National Association of Clinical 
Nurse Specialists, 2018). Increased demand for primary 
care coupled with increased specialization of physicians 
and heightened demand for efficient and cost-effective 
treatment mean that advanced practice poses excellent 
career opportunities for nurses. The implementation of 
the Affordable Care Act stimulated even greater interest 
and growth in the numbers of APNs. Patient acceptance 
of APNs is high, and the evidence consistently demon- 
strates that APNs provide high-quality, cost-effective 
care that can reduce the burden of the growing short- 
age of primary care providers (Swan et al., 2015). There 
are four categories of APNs: nurse practitioner, clinical 
nurse specialist, certified nurse-midwife, and certified 
registered nurse anesthetist. 


Nurse Practitioner 


Opportunities for nurses in expanded roles in health 
care have created a demand in nurse practitioner (NP) 
education. These programs grant master’s degrees or 
post-master’s certificates and prepare nurses to sit for 
national certification examinations as NPs. The length of 
the programs varies, depending on the student's prior edu- 
cation. Programs of study leading to the doctor of nursing 
practice (DNP) degree have been implemented in schools 
of nursing across the country in response to the AACN 
member institution’s endorsement of a clinical doctorate 
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for advanced practice. The DNP is consistent with other 
health professions that offer practice doctorates, including 
medicine (MD), dentistry (DDS), pharmacy (PharmD), 
physical therapy (DPT), and psychology (PsyD), among 
others. There are currently 303 DNP programs actively 
enrolling students across all 50 states, and another 124 
programs in the planning stages, which demonstrates the 
rapid growth of this degree path (AACN, 2017). 

States vary in the level of practice autonomy accorded 
to NPs. NPs beginning practice in a new state should 
check the status of the advanced practice laws in that 
state before making firm commitments, because some 
states still place limitations on NP independence. These 
barriers to practice include the variation of scope of 
practice across states (with implications for practice 
opportunities); lack of physician understanding of NP 
scope of practice (limits successful collaboration); and 
payer policies that are linked to state practice regula- 
tions (Hain and Fleck, 2014). 

NPs work in clinics, nursing homes, their own offices, 
or physicians’ offices. Others work for hospitals, health 
maintenance organizations, or private industry. Most 
NPs choose a specialty area such as adult-gerontology, 
psychiatric-mental health, family, or pediatric care. They 
are qualified to handle a wide range of health problems in 
primary or acute care settings. These nurses can perform 
physical examinations, take medical histories, diagnose 
and treat common acute and chronic illnesses and inju- 
ries, order and interpret laboratory tests and x-ray films, 
and counsel and educate patients. Despite the restrictions 
on practice in some states, in other states, NPs are inde- 
pendent practitioners with full prescriptive authority and 
can be directly reimbursed by Medicare, Medicaid, and 
military and private insurers for their work. 

In Professional Profile Box 1.3, Sebastian White, 
MSN, ENP, BC-ADM, RN, describes his work as an NP 
providing diabetes care in partnership with a physician 
in Bozeman, Montana. 


Clinical Nurse Specialist 

Clinical nurse specialists (CNSs) are APNs who work 
in a variety of settings, including hospitals, clinics, nurs- 
ing homes, their own offices, industry, home care, and 
health maintenance organizations. These nurses hold 
master’s or doctoral degrees and are qualified to handle 
a wide range of physical and mental health problems. 
They are experts in a particular field of clinical practice, 
such as mental health, gerontology, cardiac care, cancer 


Nursing in Today’s Evolving Health Care Environment 


care, community health, or neonatal health, and they 
perform health assessments, make diagnoses, deliver 
treatment, and develop quality control methods. In 
addition, CNSs work in consultation, research, educa- 
tion, and administration. Direct reimbursement to some 
CNSs is possible through Medicare, Medicaid, and mili- 
tary and private insurers. 


Certified Nurse-Midwife 


Certified nurse-midwives (CNMs) provide well- 
woman care and attend or assist in childbirth in various 
settings, including hospitals, birthing centers, private 
practice, and home birthing services. By 2010 all CNM 
training programs were required to award a master’s 
of science in nursing (MSN) degree. CNM programs 
require an average of 1.5 years of specialized education 
beyond basic nursing education and must be accredited 
by the Accreditation Commission for Midwifery Educa- 
tion (ACME). 

CNMs are licensed, independent health care provid- 
ers who can prescribe medications in all 50 states, the 
District of Columbia, and most U.S. territories. Fed- 
eral law designates CNMs as primary care providers. 
More than half of CNMs identify reproductive care as 
their main responsibility rather than attending births. 
According to the National Center for Health Statistics, 
CNMs attended 332,107 births in 2014, representing 
more than 8% of the total births in the United States 
in 2014 (American College of Nurse-Midwives, 2016). 
Historically, births attended by CNMs have had half 
the national average rates for cesarean sections and 
higher rates of successful vaginal births after a previous 
cesarean, both considered measures of high-quality 
obstetric care. Karen Sheffield, MSN, CNM, describes 
her work as a certified nurse-midwife in Professional 
Profile Box 1.4. 


Certified Registered Nurse Anesthetist 

In 2015 there were approximately 48,000 certified regis- 
tered nurse anesthetists (CRNAs) and CRNA students 
in the United States (American Association of Nurse 
Anesthetists [AANA], 2015). Nurse anesthetists admin- 
ister approximately 43 million anesthetics each year and 
are the only anesthesia providers in nearly one-third of 
US. hospitals (AANA, 2016). Collaborating with phy- 
sician anesthesiologists or working independently, they 
are found in a variety of settings, including operating 
suites; obstetric delivery rooms; the offices of dentists, 
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a PROFESSIONAL PROFILE BOX 1.3. DIABETES NURSE PRACTITIONER 


| am a nurse practitioner who specializes in the care of 
persons with diabetes. | am also a father, a husband, 
and an endurance athlete. My path to nursing start- 
ed as a young boy being raised by my mother, Angela 
Willett-Calnan, RN, and later, my maternal grandparents. 
My mother's mother is also a nurse, Mary Grace Willett, 
RN. Several other family members are health care pro- 
fessionals. 

As an undergraduate student, | graduated with a bache- 
lor of science degree in biology and a minor in psychology 
while leading my college's soccer team as captain for 2 
years. After college | moved to Bozeman, Montana, fall- 
ing in love with the high peaks of the Rocky Mountains. 
My original intent was to spend a summer in Montana 
and then attend physical therapy school. That summer 
ended much too quickly! After 2 years of trying my best 
to be a ski bum, | realized that | didn't have much bum 
in me, so | attended an emergency medical technician 
training course and became a member of the Big Sky 
Professional Ski Patrol. There | was back in my element: 
helping people. 

My search for the next step began. | volunteered at 
our local community health center, asking many ques- 
tions of the providers there. | knew | wanted a role in 
primary care, So medical or nursing school would be my 
next step. The final decision was inspired by my uncle, 
Dr. Michael Willett, who said to me, “Sebastian, | have 
worked with and trained many nurse practitioners and 
physicians. You are meant to be a nurse.” At that point, 
| really had no idea what he meant—! was just relieved 
to have a plan. 

Energized, | enrolled in a nursing school offering an 
accelerated bachelor of science in nursing for students 
who already had a college degree. In my first nursing 
position, | became interested in diabetes. After com- 
pleting my master of science in nursing degree, | was 
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podiatrists, ophthalmologists, and plastic surgeons; 
ambulatory surgical facilities; and military and govern- 
mental health services (AANA, 2015). 

To become a CRNA, nurses must complete 2 to 3 
years of specialized education in a master’s program 
beyond the required bachelor’s degree; 32 nurse anes- 
thesia programs are approved to award doctoral degrees 
for entry into CRNA practice, which is likely to be the 
requirement in the near future (AANA, 2015). In 2014 


recruited back to Montana by a large multispecialty clin- 
ic—the Billings Clinic—where | was welcomed into their 
department of endocrinology. | was integral in the es- 
tablishment of a comprehensive inpatient diabetes man- 
agement program. Soon | was recruited by the hospital 
in Bozeman to start a diabetes center with an internist 
who is now my partner in practice. Back to the moun- 
tains | love! | am now the only National Committee for 
Quality Assurance diabetes nurse practitioner in the Pa- 
cific Northwest. 

Nursing is the greatest gift we can offer patients. Our 
health care system in the United States is broken—costs 
spiraling and measures of health worsening every year. 
As a nurse, | am trained to focus on the missing element 
in our health care system: the patient. | am trained to 
treat my patients, not their disease; | am trained to listen 
to their concerns and focus my interventions on helping 
them improve their lives. |am a nurse. 

To my wife, my mother, my grandmother, my uncle, 
and the high mountains of Montana: All the credit belongs 
to you. Thank you. 


Sebastian White, MSN, FNP, BC-ADM, RN 


there were 114 accredited nurse anesthesia programs 
in the United States, ranging from 24 to 36 months in 
length. Nurse anesthetists must also meet national cer- 
tification and recertification requirements. The safety of 
care delivered by CRNAs is well established. Anesthesia 
care today is safer than in the past, and numerous out- 
come studies have demonstrated that there is “no differ- 
ence in the quality of care provided by CRNAs and their 
physician counterparts” (AANA, 2015). 
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‘a PROFESSIONAL PROFILE BOX 1.4 CERTIFIED NURSE-MIDWIFE 


Being a nurse-midwife is at the core of who | am, not 
just what | do. | decided to become a nurse-midwife af- 
ter working as a chemist for many years and recognizing 
that my true passion resided in all aspects of women’s 
health care. After the birth of two of my children, one by 
a physician and one by a nurse-midwife, | realized that | 
was “called” to the profession of nurse-midwifery and 
the philosophy of care that nurse-midwives provide. De- 
livering comprehensive, holistic wellness care to women 
throughout their life span is one of the most rewarding 
and inspirational aspects of my profession. | feel privi- 
leged and honored to share in the important and often 
life-changing decisions that women make during the 
many transitions that occur during the years between pu- 
berty and menopause and beyond. 

| have a bachelor of arts in physics and received a mas- 
ter’s degree in nursing from Yale University in 2005 with a 
specialty in nurse-midwifery. Additionally, | am certified in 
nurse-midwifery by the American Midwifery Certification 
Board (AMCB). Certification by the AMCB is considered 
the gold standard in midwifery and is recognized in all 
50 states. As a nurse-midwife, | must also complete the 
requirements of the Certification Maintenance Program 
through AMCB by completing continuing education units 
every 5-year certification cycle. Maintaining competence 
in evidence-based, up-to-date management and treatment 
for women’s health is critical to being an effective clinician. 

Although the professional work environment for 
nurse-midwives varies, a typical day as a nurse-midwife 
with a full scope of practice involves providing gynecolog- 
ic, antepartum, intrapartum, and postpartum care, which 
includes hospital rounds on patients who have given birth, 
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Issues in Advanced Practice Nursing 


Each year in January, The Nurse Practitioner: The Amer- 
ican Journal of Primary Health Care publishes an update 
on legislation affecting advanced practice nursing. Over 
the years, advances have been made toward removing 
the barriers to autonomous practice for APNs in many, 
but not all, states. 

In the past, substantial barriers to APN autonomy 
existed because of the overlap between traditional medi- 
cal and nursing functions. A decade ago, the picture was 
considerably less optimistic than it is now. The issue of 
APNs practicing autonomously was a politically charged 


as well as seeing patients in the office. Evidence-based 
care in the office setting includes contraceptive manage- 
ment, family planning, primary care, gynecologic care, and 
sick visits, among others. In addition to gynecologic care, 
nurse-midwives provide obstetric care that is grounded in 
our belief that childbirth is a normal, healthy human event. 
However, we are educated in how and when to collab- 
orate with physician colleagues for emergent care that 
necessitates a physician's specific expertise. 

| strongly believe that my role as a nurse-midwife is to be 
“with a woman” and to honor her journey toward health 
and wellness, as well as respecting her wishes for her birth 
within the limits of safety. When | reflect on my journey 
as a nurse-midwife for the past decade, | know that | am 
truly carrying out my purpose in providing holistic women’s 
health care to the highest standard of excellence. 


Karen Sheffield, MSN, CNM 
Yale University, 2005 


arena, with organized medicine positioned firmly 
against all efforts of nurses to be recognized as indepen- 
dent health care providers receiving direct reimburse- 
ment for their services. Organized nursing, however, 
persevered. Nurses, through their professional associa- 
tions, continued their efforts to change laws that limit 
the scope of nursing practice. Their efforts were aided 
by the fact that numerous published studies validated 
the safety, cost efficiency, and high patient acceptance of 
advanced practice nursing care. 

Both the public and legislators at state and national 
levels have begun to appreciate the role that APNs have 
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played in increasing the efficiency and availability of 
primary health care delivery while reducing costs; how- 
ever, opposition to APN autonomy persists. Roadblocks 
to full practice autonomy continue, primarily because of 
the resistance of organized physician groups despite data 
indicating positive patient outcomes. Although progress 
has been made, there remains the need for APNs to con- 
tinue to work with their professional organizations to 
promote legislation mandating full autonomy. 


EMPLOYMENT OUTLOOK IN NURSING 


The Bureau of Labor Statistics, a division of the US. 
Department of Labor, is confident about nursing’s over- 
all employment prospects in the near and distant future. 
According to the bureau (U.S. Department of Labor, 
2016), nurses can expect their employment opportuni- 
ties to grow “15% from 2016 to 2026, much faster than 
average for all occupations.” The bureau estimates that, 
during this time, 438,100 new RN jobs will be created 
to meet growing patient needs and to replace retiring 
nurses (U.S. Department of Labor, 2016). Several fac- 
tors are fueling this growth, including technological 
advances and the increasing emphasis on primary care. 
The aging of the nation’s population also has a signif- 
icant impact, because older people are more likely to 
require medical care. As aging nurses retire, many addi- 
tional job openings will result. 

Opportunities in hospitals, traditionally the largest 
employers of nurses, will grow more slowly than those 
in community-based sectors. The most rapid hospital- 
based growth is projected to occur in outpatient facil- 
ities, such as same-day surgery centers, rehabilitation 
programs, and outpatient cancer centers. Home health 
positions are expected to increase the fastest of all. This 
is in response to the expanding elderly population's 
needs and the preference for and cost effectiveness of 
home care. Furthermore, technological advances are 
making it possible to bring increasingly complex treat- 
ments into the home. 

Another expected area of high growth is in assisted 
living and nursing home care; this is primarily in 
response to the larger number of frail elderly in their 
80s and 90s requiring long-term care. As hospitals 
come under greater pressure to decrease the average 
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patient length of stay, nursing home admissions will 
increase, as will growth in long-term rehabilitation 
units (U.S. Department of Labor, 2016). 

An additional factor influencing employment pat- 
terns for RNs is the tendency for sophisticated med- 
ical procedures to be performed in physicians’ offices, 
clinics, ambulatory surgical centers, and other outpa- 
tient settings. RNs’ expertise will be needed to care for 
patients undergoing procedures formerly performed 
only in hospital settings. APNs can also expect to be in 
higher demand for the foreseeable future. The evolution 
of integrated health care networks focusing on primary 
care and health maintenance and pressure for cost- 
effective care are ideal conditions for advanced practice 
nursing. 

Salaries in the nursing profession vary widely accord- 
ing to practice setting, level of preparation, credentials, 
experience, and region of the country. According to the 
US. Board of Labor Statistics, in 2016, median annual 
salary for nurses was $68,450 (as a comparison, the 
median salary for all workers was $37,040). The lowest 
paid 10% earned less than $47,120, and the highest paid 
10% earned more than $102,990. Salaries were the high- 
est with government and hospital employers and lowest 
in educational services. About 21% of RNs are members 
of unions or are covered by union contracts. Interest- 
ingly, California has the highest nursing salaries in the 
United States and has a vigorous union in the California 
Nurses Association/National Nurses United. Salaries in 
nursing vary by region, as do salaries in other profes- 
sions and occupations. 

APNs have higher salaries than do staff nurses; 
CRNAs average the highest salary of any advanced prac- 
tice specialty group. Clearly, in nursing as in most other 
professions, additional preparation and responsibility 
increase earning potential. 

Most of the wage growth for nurses occurs early in 
their careers and tapers off as nurses near the top of the 
salary scale. This leads to a flattening of salaries for more 
experienced nurses in a phenomenon known as wage 
compression. Wage compression may account for nurses 
leaving patient care for additional education or other 
careers in nursing or outside the profession, an issue 
that must be addressed to improve retention of the most 
experienced nurses in the profession. 
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¢ Concept: Nursing is the largest workforce in health 
care in the United States. 

Challenge: The influence of nursing is not as pow- 
erful as it could be because the large majority of 
nurses do not belong to professional organizations 
such as the ANA, a federation of state nurses asso- 
ciations that is the voice of nursing. 

e Concept: More than half of working nurses are 
employed in hospitals, a traditional setting for nurs- 
ing practice. 

Challenge: As health care becomes increasingly based in 
the community, more nurses will be working outside 
of the hospital. Nursing must consider the impact of 
this migration from hospital to community. 

¢ Concept: The Affordable Care Act and other changes in 
health care will create more opportunities for practice 


for nurses. Increased use of APNs as providers of pri- 

mary care may be part of the solution to the Ameri- 

can health care crisis as the “baby boom” generation 
ages, the numbers of elderly increase, and the need for 
health care cost containment becomes critical. 

Challenge: APNs are capable of delivering high-quality 
care to many segments of the population who do not 
have adequate care; however, educating adequate 
numbers of advanced practice nurses is essential to 
meet the demands on the health care system. 

¢ Concept: Nursing will continue to be a profession in 
high demand in the foreseeable future. 

Challenge: Nursing faculty shortages at all levels of 
nursing education pose an ongoing challenge to 
educate enough professional nurses to meet the 
health needs of the population. 


1. Think of the areas of nursing that interest you most. 
How do your personal interests and nursing educa- 
tion compare with the characteristics needed in the 
roles presented in this chapter? 

2. As you continue your nursing education, ask ques- 
tions of nurses in various practice settings to learn 
how they prepared for their positions, what their 
work life is like, and what they find most challenging 
and rewarding about their work. 

3. Call the nurse recruiter or personnel office of a nearby 
hospital to inquire about education, experience, 


REFERENCES 


Aiken LH, Clarke SP, Cheung RB, et al.: Educational levels 
of hospital nurses and surgical patient mortality, JAMA 
290(12):1617-1623, 2003. 

Aiken LH, Sermeus W, Van den Heede K, et al.: Patient safe- 
ty, satisfaction, and quality of hospital care: cross sectional 
survey of nurses and patients in 12 countries in Europe 
and the United States, BMJ 344:1717, 2012. 

Aiken LH, Sloane DM, Bruyneel L, et al.: Nurse staffing and 
education and the hospital mortiality in nine European 
countries: a retrospective observational study, Lancet 
383(9931):1824-1830, 2014. 

Aiken LH, Sloane DM, Cimiotti JP, et al.: Implications of the 
California nurse staffing mandate for other states, Health 
Serv Res 45(4):904-921, 2010. 


and salaries and other benefits for entry-level and 
advanced practice nursing. Is there a clinical ladder 
program? How does it work? 

4. Ask an advanced practice RN in your community 
about his or her practice. What are the advantages 
and major barriers to practice that this advanced 
practice RN encounters? 

5. Contact your state nurses association to find out 
what legislative initiatives are being undertaken to 
remove barriers to full advanced practice nursing in 
your state. 


Alliance for Nursing Informatics (ANI) (website): Our mission, 
2015. Available at: www.allianceni.org. 

American Association of Colleges of Nursing (AACN): Nursing 
fact sheet, 2011. Available at: www.aacn.nche.edu/media- 
relations/fact-sheets/nursing-fact-sheet. 

American Association of Colleges of Nursing (AACN): DNP 
fact sheet, 2017. Retrieved from: http://www.aacnnursing 
.org/DNP/Fact-Sheet. 

American Association of Colleges of Nursing (AACN): Creating 
amore qualified nursing workforce (website), 2014. Available 
at: www.aacn.nche.edu/media-relations/diversityFS.pdf. 

American Association of Colleges of Nursing (AACN): Fact 
sheet: Enhancing diversity in the nursing workforce (website), 
2014. Available at: www.aacn.nche.edu/media-relations/ 
fact-sheets/nursing-workforce. 


CHAPTER 1 


American Association of Colleges of Nursing (AACN): New 
AACN data confirm enrollment surge in schools of nursing 
(website), 2015. Available at: www.aacn.nche.edu/news/ 
articles/2015/enrollment. 

American Association of Colleges of Nursing (AACN): End-of- 
life nursing education consortium (website), 2018. Available 
at: http://www.aacnnursing.org/ELNEC/About/ELNEC- 
Curricula. 

American Nurses Association: Nursing: scope and standards 
of practice, Silver Spring, MD, 2015a, American Nurses 
Association. 

American Nurses Association: Code of ethics for nurses with 
interpretive statements, Silver Spring, MD, 2015b, American 
Nurses Association. 

American Nurses Association: Faith community nursing, scope 
and standards of practice, 3rd ed, Silver Spring, D, 2017, 
Nursing Knowledge Center. 

American Association of Nurse Anesthetists (AANA). Certified 
registered nurse anesthetists at a glance (website). Available at: 
www.aana.com. 

American Association of Nurse Anesthetists (AANA): Certi- 
fied registered nurse anesthesists fact sheet (website), 2016. 
Available at: https://www.aana.com/patients/certified- 
registered-nurse-anesthetists-fact-sheet. 

American College of Nurse Midwives: Fact sheet CNM/CM 
attended birth statistics in the United States (website), 2016, 
March. Retrieved from: http://www.midwife.org/acnm/ 
files/ccLibraryFiles/Filename/000000005950/CNM-CM- 
AttendedBirths-2014-031416FINAL.pdf. 

American Association of Colleges of Nursing: DNP fact sheet, 
2017, June. Retrieved from: http://www.aacnnursing.org/ 
DNP/Fact-Sheet. 

American College of Nurse Midwives: Fact sheet CNM/CM 
attended birth statistics in the United States (website), 2016, 
March. Available at: http://www.midwife.org/acnm/files/ 
ccLibraryFiles/Filename/000000005950/CNM-CM- 
AttendedBirths-2014-031416FINAL.pdf. 

American Medical Informatics Association: 2015 (website). 
Available at: www.amia.org/programs/working-groups/ 
nursing-informatics. 

American Nurses Association (ANA): Position statement on 
pain management and control of distressing symptoms in 
dying patients, Washington, DC, 2003, The Association. 

American Nurses Association (ANA): Hospice and palliative 
care nursing: scope and standards of practice, Silver Spring, 
MD, 2007, The Association. 

American Nurses Association (ANA): News release: ANA and 
Health Ministries Association to co-publish faith community 
nursing: scope and standards of practice, ed 2 (website), 2012. 
Available at: http://nursingworld.org/FunctionalMenuCatego- 
ries/MediaResources/PressReleases/2012-PR/ANA-and- 


Nursing in Today’s Evolving Health Care Environment 


Health-Ministries-Association-Co-Publish-Faith-Community- 
Nursing-Scope-Standards.pdf. 

American Nurses Association (ANA): News release: ANA and 
Health Ministries Association to co-publish faith communi- 
ty nursing: scope and standards of practice, ed 2 (website), 
2012. Available at: http://nursingworld.org. 

American Telemedicine Association: Telehealth nursing fact 
sheet (website), 2015. Retrieved from: www.americantelemed 
.org/docs/default-document-library/fact_sheet_final.pdf? 
sfvrsn=2. 

American Telemedicine Association, Congress keeps pushing 
out proposals to promote telemedicine, 2015 (website). 
Retrieved from: www.americantelemed.org/news-landing/ 
2015/05/27/congress-keeps-pushing-out-proposals-to- 
promote-telemedicine#. 

Bauer JC: Nurse practitioners as an underutilized resource 
for health reform: evidence-based demonstrations of cost- 
effectiveness, JAANP 22(4):228-231, 2010. 

Budden JW, Zhong EH, Moulton P, Cimiotti JP: Highlights 
of the national workforce survey of registered nurses, J 
Nurs Regulation 4(2):5-14, 2013. 

Bureau of Labor Statistics: US. Department of labor, occu- 
pational outlook handbook, nurse anesthetists, nurse 
midwives, and nurse practitioners, 2018, June 13. Retrieved 
from: https://www.bls.gov/ooh/healthcare/nurse-an- 
esthetists-nurse-midwives-and-nurse-practitioners.htm. 

Camera L: Many school districts don’t have enough school 
nurses, 2016. Available at: https://www.usnews.com/news/ 
articles/2016-03-23/the-school-nurse-scourge. 

Hain D, Fleck L: Barriers to nurse practitioner practice that 
impact healthcare redesign, OJIN Online J Issues Nurs 
19(2):5-31, 2014. 

HealthIT.gov: Meaningful use and the shift to merit-based incen- 
tive payment system (website), 2017. Available at: https:// 
www.healthit.gov/topic/federal-incentive-programs/ 
meaningful-use. 

Healthcare Information and Management Systems Society 
Nursing Informatics: 2017 Nursing informatics work sur- 
vey, 2018. Retrieved from: www.himss.org/sites/himssorg/ 
files/2017-nursing-informatics-workforce-executive- 
summary.pdf HealthIT. gov. 

Health Resources and Services Administration: National center 
for health workforce analysis: The U.S. nursing workforce: 
trends in supply and education, 2013. Washington, DC. 
Retrieved from: http://bhpr.hrsa.gov/healthworkforce. 

Hospice and Palliative Nurses Association (HPNA): Shared 
Mission, Vision e& Pillars, 2015 (website). Available at: 
www.advancingexpertcare.org. 

Institute of Medicine: The future of nursing: leading change, 
Washington, DC, 2010, Advancing Health, National Acad- 
emy of Sciences. 


CHAPTER 1 


Murphy J: The nursing informatics workforce: who are they 
and what do they do? Nurs Econ 29(3):150-152, 2011. 

National Association of School Nurses (NASN): Transforming 
school health (website), 2014. Available at: www.joomag 
.com/magazine/annual-report-2013-2014/01478110014267 
04218?short. 

National Association of School Nurses (NASN): FAQ: about 
school nursing: the definition of school nursing (website). 
Available at: https://www.nasn.org/faq. 

National Council of State Boards of Nursing: Active RN licenses, 
2016. Retrieved from: https://www.ncsbn.org/6161.htm. 

National Council of State Boards of Nursing and the Forum 
of State Nursing Workforce Centers: 2015 national work- 

force survey of RNs, 2015. Retrieved from: https://www 
.ncsbn.org/2015ExecutiveSummary.pdf. 

National Hospice and Palliative Care Organization: Hospice 
care (website), 2018. Available at: www.nhpco.org/about/ 
hospice-care. 

National League for Nursing: Percentage of basic RN programs 
by program type, 2014. Retrieved from: http://www.nln 
.org/docs/default-source/newsroom/nursing-education- 
statistics/percentage-of-basic-rn-programs-by-program- 
type-1994-to-1995-and-2003-to-2012-and-2014-%28pdf% 
29.pdf?sfvrsn=0. 

National League for Nursing: Nursing student demographics, 2014. 
Retrieved from: http://www.nln.org/newsroom/nursing- 
education-statistics/nursing-student-demographics. 

National League for Nursing: NON faculty census survey 2014-15, 
2015. Retrieved from: http://www.nln.org/newsroom/nursing 
-education-statistics/annual-survey-of-schools-of-nursing- 
academic-year-2015-2016. 

National Journal: First nurse nominated as Army Surgeon 
General, 2011. Retrieved from: www.nationaljournal.com/ 
nationalsecurity/first-nurse-nominated-as-army-surgeon- 
general-20110505. 

National Association of Clinical Nurse Specialists: 2016-2018 
public policy agenda, 2018. Retrieved from: https:// 
nacns.org/advocacy-policy/public-policy-agenda/. 

Rankin V: Clinical nurse leader: a role for the 21st century, 
MEDSURG Nursing 24(3):199-201, 2015. 

Reid K, Dennison P: The clinical nurse leader (CNL)*: point-of- 
care safety clinician, Online J Issues Nurs 16(3):4, 2011. 

Robert J: Waters center for telehealth and e-health law: our 
mission (website), 2018. Available at: http://ctel.org/about- 
2/our-mission/. 


Nursing in Today’s Evolving Health Care Environment 


Robert Wood Johnson Foundation: Charting nursing’s future: 
the case for academic progression (website), 2013. Retrieved 
from: www.rwjf.org/content/dam/farm/reports/issue_briefs/ 
2013/rwjf407597. 

Rosenberg CE: The care of strangers: the rise of America’s 
hospital system, Baltimore, MD, 1995, Johns Hopkins 
University Press. 

Schroepfer E: A renewed look at faith community nursing, 
MEDSURGNursing 25(1):62-66, 2016. 

Sigma Theta Tau International (STTI): Policy/position statement: 
International nurse migration (website), 2005. Retrieved 
from: www.nursingsociety.org/aboutus/PositionPapers/ 
Documents/policy_migration.pdf. 

Storr GB: Learning how to effectively connect with patients 
through low-tech simulation scenarios, Int ] Hum Caring 
14(2):36-40, 2010. 

Swan M, Ferguson S, Chang A, Larson E, Smaldone A: Quality 
of primary care by advanced practice nurses: a systematic 
review, Intern J Qual Health Care 27(5):396-404, 2015. 

Telemedicine and Telehealth, 2017 (website). Available at: 
https://www.healthit.gov/topic/health-it-initiatives/ 
telemedicine-and-telehealth. 

Thede L: Informatics: where is it? Online J Issues Nurs 
17(1):10, 2012. 

Thekdi P, Wilson BL, Xu Y: Understanding post-hire transi- 
tional challenges of foreign-educated nurses, Nurs Manage 
42(9):8-14, 2011. 

US. Department of Health and Human Services, Health Re- 
sources and Services Administration: The registered nurse 
population: findings from the 2008 national sample survey 
of registered nurses, Washington, DC, 2010, U.S. Govern- 
ment Printing Office. Retrieved from: http://bhpr.hrsa.gov/ 
healthworkforce/rnsurveys/rnsurveyfinal.pdf. 

US. Department of Labor Bureau of Labor Statistics: Occupation- 
al outlook handbook: Registered Nurses, 2016. Retrieved from: 
https://www.bls.gov/ooh/healthcare/registered-nurses.htm. 

Westberg Institute for Faith Community Nurses: What is faith 
community nursing? 2018. Retrieved from: https://west- 
berginstitute.org/faith-community-nursing/. 

World Education Service, 2018. Available at: https://wenr- 
.wes.org/2018/03/how-well-do-foreign-educated-nurses- 
integrate-into-the-u-s-and-canada#_edn6. 

World Health Organization: WHO definition of palliative 
care, 2018. Available at: www.who.int/cancer/palliative/ 
definition/en/. 


2 


The History and Social 
Context of Nursing 


Janna Louise Dieckmann, BA, BSN, MSN, PhD 


©To enhance your understanding of this chapter, try the Student Exercises on the Evolve site at 


http://evolve.elsevier.com/Black/professional. 


LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Identify the social, political, and economic factors 
and trends that influenced the development of 
professional nursing in the United States. 

e Describe the influence of Florence Nightingale on 
the development of the nursing profession. 

e Identify nursing leaders and explain their 
significance to nursing. 

e Describe the development of schools of nursing. 

e Explain the role that the military and wars have had 
on the development of the nursing profession. 


HISTORICAL CONTEXT OF NURSING 


From the work of Florence Nightingale in the Crimea 
in the mid-1800s to the present, the profession of nurs- 
ing has been influenced by the social, political, and eco- 
nomic climate of the times, as well as by technological 
advances and theoretical shifts in medicine and science. 
This chapter presents an overview of some of the high- 
lights of nursing’s history and its early leaders, as well as 
a discussion of current and past social forces that have 
shaped the profession's course of development. 


Mid—19th-Century Nursing in England 

Nursing’s most notable early figure, Florence Night- 
ingale, was born into the aristocratic social sphere of 
Victorian England in 1820. As a young woman, Night- 
ingale (Fig. 2.1) often felt stifled by her privileged and 
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e Describe the struggles and contributions of 
minorities and men in nursing. 

¢ Describe nursing’s efforts to manage and improve its 
image in the media. 

¢ Evaluate the implications for nursing in a 
technologically driven era. 

¢ Describe how nursing has reacted to nursing 
shortages. 

e Explain how nursing shortages affect patient 
outcomes. 


protected social position. As was customary at the time, 
aristocratic women visited the sick and poor to deliver 
food, care for the sick, and provide religious outreach. 
Young Florence often accompanied her mother on these 
visits. Yet her parents were surprised and opposed her 
announcement when, at age 30, Nightingale entered 
the 3-year nurse training program at Kaiserswerth, 
Germany, where she learned the basics of nursing under 
the guidance of the Protestant deaconesses. Later, she 
continued her nursing education when she studied with 
the Sisters of Charity in Paris. Care of the sick was often 
in the purview of women and men in religious orders, 
within both Roman Catholic and Protestant religious 
traditions. 

Having secured her education and training in nurs- 
ing practice, Nightingale sought the means to commu- 
nicate her emerging ideas about health and sickness. On 
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nursing. (T. Cole, wood engraving, National Library of Medicine, 
Bethesda, MD.) 


hearing of the terrible conditions suffered by the sick and 
wounded British soldiers in Turkey during the Crimean 
War (1853-1856), Nightingale lobbied British decision 
makers to support her travel and interventions to aid 
the sick and wounded. Nightingale took 38 nurses to 
the British hospital in Scutari, Turkey. With great com- 
passion, and despite the opposition of military officers, 
Nightingale and the other nurses organized and cleaned 
the hospital and provided care to the wounded soldiers. 
Armed with an excellent education in statistics, Night- 
ingale collected very detailed data on morbidity and 
mortality of the soldiers in Scutari. Using this dramatic 
supporting evidence, she effectively argued the case for 
reform of the entire British Army medical system. Gill 
and Gill (2005) claimed that “Nightingale’s influence 
today extends beyond her undeniable impact on the 
field of modern nursing to the areas of infection control, 
hospital epidemiology, and hospice care” (p. 1799). 


Fig. 2.2 Mary Seacole (1805-1881). Seacole’s contributions 
in the Crimea and elsewhere are often overlooked. A beloved 
figure, she was voted as the “Greatest Black Briton” in history 
in 2003. (Albert Charles Challen, oil on panel, National Portrait 
Gallery, London.) 


On her return to England after the Crimean War, 
Nightingale founded the first English training school for 
nurses at St. Thomas’ Hospital in London in 1860. St. 
Thomas’ Hospital became the model for nursing educa- 
tion in nurse training schools in the United States. Night- 
ingale’s most famous publication was Notes on Nursing: 
What It Is and What It Is Not (1859). In this document 
Nightingale stated clearly for the first time that master- 
ing a unique body of knowledge was required of those 
wishing to practice professional nursing (Nightingale, 
1859/1946). Her publications, dedication to hospital 
reform, commitment to upgrading conditions for the 
sick and wounded in the military, and establishment of 
training schools for nurses influenced the development 
of nursing in the United States, especially after the Civil 
War, as well as in her native England. 

Mary Seacole (1805-1881) was an interesting Black 
woman who made significant contributions to the 
health of soldiers in the Crimean War. Although she 
and Nightingale were in proximity during the war, they 
did not work together. Described as a Jamaican nurse 
and businesswoman, Seacole (Fig. 2.2) was voted as “the 
greatest Black Briton” in history in a 2003 poll and cam- 
paign to raise the profile of contributions of Blacks to 
Britain over the past 1000 years (100 Great Black Brit- 
ons, 2015). Although historical accounts of Seacole’s life 
and contributions refer to her as a nurse, Seacole did not 
refer to herself as a nurse despite her desire to be part of 
Nightingale’s team of nurses going to the Crimea. Her 
request to be part of the team was refused. 


An independent woman with some wealth, Seacole 
funded her own travel to the Crimea, where her offer to 
be of service at the British hospital run by Nightingale 
was again refused. Seacole later reflected in her 1857 
autobiography, Wonderful Adventures of Mrs. Seacole, 
“Once again I tried, and had an interview this time with 
one of Miss Nightingale’s companions. She gave me the 
same reply, and I read in her face the fact that, had there 
been a vacancy, I should not have been chosen to fill 
it.... Was it possible that American prejudices against 
colour had some root here? Did these ladies shrink from 
accepting my aid because my blood flowed beneath a 
somewhat duskier skin than theirs?” (Spartacus Edu- 
cational, 2014). Not only did Seacole face the challenge 
of racial bias when she sought to be of assistance, but 
she also faced the bias and the minimization directed 
toward “colonials, the residents of the widely dispersed 
countries of the British Empire, which included Sea- 
cole’s home of Jamaica. 

Undeterred by her opposition, Seacole then gath- 
ered resources to an establishment she referred to as a 
“hotel,” where injured soldiers received care. Seacole 
visited the battlefield to tend to the injured and sick and 
brought many to her hotel. Seacole had a great deal of 
experience in the management of cholera because of an 
outbreak in Panama while she was visiting her brother; 
cholera and other infectious diseases were the cause of 
a huge percentage of deaths of soldiers in the Crimea. 
In her autobiography, Seacole described performing an 
autopsy ona small child who had died of cholera in Pan- 
ama, the results of which she did not make public but 
which shaped her understanding of the effects of chol- 
era and how it should be managed. Criticism of Seacole 
surrounded her entrepreneurship—she sold food and 
drinks during the war to officers and spectators (Sparta- 
cus Educational, 2014). 

Called “Mother Seacole” by British soldiers, news 
accounts of the day described her as a heroine, com- 
passionate, fearless, and determined. Many referred to 
her as a physician or “doctress”; however, an article in 
2012 published in the London newspaper The Daily 
Mail referred to Seacole as “our greatest Black Briton, a 
woman who did more to advance the cause of nursing 
and race relations than almost any other individual... 
she is said to have saved the lives of countless wounded 
soldiers and nursed them to health in a clinic paid for 
out of her own pocket” (Spartacus Educational, 2014). 
When Seacole filed for bankruptcy soon after her return 
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to England, 80,000 persons attended a 4-day fundraising 
event organized in her honor. 

She was a beloved figure in England, described in 
2013 by writer Hugh Muir for The Guardian as not 
a threat to the legacy of Nightingale but as a woman 
who “reigned on the battlefield.” The context for Muir's 
remarks is an ongoing controversy among politicians 
and historians about whether Seacole’s story will con- 
tinue to be taught to schoolchildren in a national curric- 
ulum and whether to erect a monument to Seacole that 
is larger than the one honoring Nightingale (Spartacus 
Educational, 2014). 


1861-1873: The American Civil War—An 


Impetus for Training for Nursing 

At the onset of the American Civil War, no professional 
nurses were available to care for the wounded, and no 
organized system of medical care existed in either the 
Union or the Confederacy. Conditions on the battle- 
field and in military hospitals were unimaginable, with 
wounded and dying men lying in agony in squalor and 
filth. Military leadership made appeals for nurses, and the 
women of both the North and the South responded. Most 
significant perhaps was the response by the Roman Cath- 
olic orders, particularly the Sisters of Charity, the Sisters 
of Mercy, and the Sisters of the Holy Cross, who had a 
long history of providing care for the sick (Wall, 1995). 
Likely the most skilled and devoted of the women who 
provided nursing care in the Civil War, these Catholic sis- 
ters were highly disciplined, organized, and efficient. 

On both the Union and the Confederate sides of 
the war, as well as on the war’s Western Front, women 
responded to meet the needs of the sick and wounded. A 
number of leaders emerged, including Dorothea L. Dix, 
a longtime advocate for the mentally ill in prewar years. 
She was appointed Superintendent of Women Nurses by 
the Union Army. In that position she was instrumental 
in creating a month-long training program at two New 
York hospitals for women who wanted to serve. Thou- 
sands of women volunteered and gained nursing skills 
that made them employable in the postwar era. The lives 
of countless Union soldiers were saved through Dix’s 
efforts. Several African American women took care of 
injured Union soldiers, including the famous abolitionist 
Sojourner Truth and Harriet Tubman, a former field slave 
who established the Underground Railroad and led slaves 
to freedom in the North. Another former slave, Susie 
King Taylor, first worked as a laundress but was called 
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on to assist as a nurse. She is noted for teaching soldiers, 
African American and White, how to read and write. 

Mary Ann (“Mother”) Bickerdyke, who attended 
Oberlin College in Ohio, was a widow who moved to 
Illinois and worked as an herbalist, creating alternative 
treatments with plants and herbs. An active member 
of her Congregationalist Church, she learned of the 
squalid conditions of the battlefield hospitals through a 
letter sent to the church by her friend, a surgeon with 
the 22nd Illinois infantry. She was selected by her con- 
gregation to deliver supplies to troops on the Western 
Front and to investigate the situation in the hospital 
camp at Cairo, Illinois, where conditions were as bad as 
described. Bickerdyke had no official authority and was 
opposed by the camp surgeons, but this did not deter 
her efforts to bring order out of chaos and create cleaner 
conditions. She set up field hospitals as she accompanied 
Ulysses S. Grant and his troops down the Mississippi 
River, making cleanliness a priority. She hired escaped 
and former slaves to work with her. Even though she was 
not a formally trained nurse, she provided much-needed 
nursing services and deserves her place in history. 

Clara Barton is another well-known nursing pio- 
neer. Barton, a Massachusetts woman who worked as a 
copyist in the U.S. Patent Office, began an independent 
campaign to provide relief for the soldiers. Appealing to 
the nation for supplies of woolen shirts, blankets, tow- 
els, lanterns, camp kettles, and other necessities (Barton, 
1862), she established her own system of distribution, 
refusing to enlist in the military nurse corps headed 
by Dorothea Dix (Oates, 1994). Barton took a leave of 
absence from her patent job and traveled to Culpeper, 
Virginia. Because of Culpeper’s strategically import- 
ant location, many battles occurred there, including 
Cedar Mountain, Kelly's Ford, and Brandy Station. 
The latter was the largest cavalry battle in the Western 
Hemisphere, with more than 20,000 soldiers in combat. 
Barton set up a makeshift field hospital and cared for 
the wounded and dying. During her time at Culpeper, 
Barton gained her famous title, “Angel of the Battlefield” 
In 1881, Barton founded the American Red Cross, an 
organization whose name continues to be synonymous 
with compassionate service. 

The women of the South also responded with an out- 
pouring of support for their Confederate soldiers. Until 
late 1861 and early 1862, female volunteers or wounded 
soldiers staffed Confederate hospitals. When the Con- 
federate government assumed control, several women 


were appointed as superintendents of hospitals. Super- 
intendent Sallie Thompkins, who had earlier established 
a private hospital in Richmond, Virginia, was commis- 
sioned a “captain of Cavalry, unassigned” by Confeder- 
ate President Jefferson Davis and was the only woman 
in the Confederacy to hold military rank. Women living 
near battlefields in both the North and South brought 
men wounded in battle into their homes to care for 
them. 

Although thousands of women supported the war 
effort, only a few were appointed as hospital matrons. 
One of the earliest was Phoebe Pember, whose initial 
assignment in 1862 to Chimborazo Hospital in Rich- 
mond, Virginia, put her in charge of a sprawling govern- 
ment-run institution crowded with “sick or wounded 
men, convalescing and placed in that position, however 
ignorant they might be until strong enough for field 
duty” (Pember, 1959, p. 18). 

The Civil War, for all of its destruction and horror, 
set the stage to advance professional nursing practice 
because the leaders, although largely untrained, had 
achieved dramatic improvements in care during the con- 
flict. The successful reforms in military hospitals served 
as models for reform of civilian hospitals nationwide. 


After the Civil War: Moving toward Education 
and Licensure under the Challenges 

of Segregation 

The move toward formal education and training for 
nurses grew after the Civil War. Support was garnered 
from physicians as well as the U.S. Sanitary Commis- 
sion, the private relief agency created by the federal 
government in 1861 to provide, coordinate, and sup- 
port sick and wounded soldiers during the Civil War. 
After the war, the Sanitary Commission raised massive 
resources—the equivalent of an estimated $385 million 
today. At the 1869 American Medical Association meet- 
ing, Dr. Samuel Gross, Chair of the Committee on the 
Training of Nurses, presented three proposals. The most 
significant was the recommendation that large hospitals 
begin the process of developing nurse training schools. 
At the same time, members of the influential U.S. San- 
itary Commission, who had seen the effectiveness of 
nursing care during the Civil War, also lobbied for the 
creation of nursing schools (Donahue, 1996). Support 
for their efforts gained momentum as advocates of social 
reform reported the shockingly inadequate conditions 
that existed in many hospitals. 


The First Training Schools for Nurses and the 
Feminizing of Nursing 

In 1872 the New England Hospital expanded its “nursing 
course” into “the first general training school for nurses 
in America” (Kalisch and Kalisch, 2004, p. 65-66). The 
first diploma was earned by Linda Richards, who is con- 
sidered to be America’s first professionally trained nurse. 

The first three American training schools based on 
the Nightingale model were the Bellevue Training School 
for Nurses in New York City, the Connecticut Training 
School for Nurses in New Haven, and the Boston Train- 
ing School for Nurses at Massachusetts General Hospital 
in Boston. Opening in 1873, these schools were mod- 
eled after Nightingale’s school at St. Thomas’ Hospital in 
London. Although these schools were American, they 
were called Nightingale Schools. 

The Victorian belief in women’s innate sensitivity and 
high morals led to the early requirement that applicants 
to these programs be women, for it was thought that 
these feminine qualities were useful qualities in a nurse. 
Sensitivity, intelligence, and characteristics of “ladylike” 
behavior, including submission to authority, were highly 
desired personal characteristics for applicants. Con- 
versely, men were generally prevented from entering the 
profession, except among Roman Catholics orders, such 
as the Alexian Brothers. The number of training schools 
increased steadily during the last decades of the 19th cen- 
tury, and by 1900 these schools provided hospitals with a 
steady, albeit subservient, female workforce, as hospitals 
came to be staffed primarily by students (Fig. 2.3). 

Some schools in the North admitted a small number 
of African American students to their programs. The 
training school at the New England Hospital for Women 
and Children in Boston agreed to admit one Afri- 
can American and one Jewish student in each of their 
classes if they met all entrance qualifications. Mary Eliza 
Mahoney (Fig. 2.4), the first African American profes- 
sionally educated nurse, received her training there. 
Historical Note 2.1 gives some details about Mahoney. 

The development of separate nursing schools for 
African Americans reflected the segregated American 
society. African Americans received care at separate hos- 
pitals from Whites and were cared for by African Amer- 
ican nurses. The first program established exclusively 
for training of African American women in nursing was 
established at the Atlanta Baptist Female Seminary (later 
Spelman Seminary, now Spelman College) in Atlanta, 
Georgia, in 1886. This program was 2 years long and 
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Fig. 2.3 Nurses training in the bacteriologic laboratory at Bel- 
levue Hospital, New York City, circa 1900. (Bettman/Corbis 
Images.) 


Fig. 2.4 Mary Eliza Mahoney (1845-1926), the first trained Afri- 
can American nurse in the United States. 
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HISTORICAL NOTE 2.1 


Mary Eliza Mahoney (1845-1926) is known as the first 
educated, professionally trained African American nurse 
(Miller, 1986). She began her nursing training at the New 
England Hospital for Women and Children at age 33. An 
inscription in records from the New England Hospital 
reads “Mary E. Mahoney, first coloured girl admitted” 
(Miller, p. 19). The course of study was rigorous, and 
admission was highly competitive. When Ms. Mahoney 
applied, there were 40 applicants; 18 were accepted for 
a probationary period; only 9 were kept after probation, 
and only 3 earned the diploma. Mahoney was among 
those 3. As was common in her day, her practice mainly 
consisted of private duty nursing with families in the 
Boston area. To celebrate her accomplishments and her 
status as the first African American professional nurse, 
the Mary Mahoney Award was established by the Na- 
tional Association of Colored Graduate Nurses in 1935, 
with the first award given in 1936. This organization 
was later combined with the ANA. 


Miller HS: America’s first black professional nurse, Atlanta, 
1986, Wright Publishing. 


led to a diploma in nursing. Although Spelman closed 
its nursing program in 1928 after graduating 117 nurses 
(Carnegie, 1995), it remains a global leader in the edu- 
cation of women of African descent today. 

Male students were not allowed in the early nursing 
schools that enrolled women. The earliest school estab- 
lished exclusively for the training of men in nursing 
was the School for Male Nurses at the New York City 
Training School, established in 1886. The Mills College 
of Nursing at Bellevue Hospital was the second school 
for men, founded in 1888. In 1898 the Alexian Brothers 
Hospital in Chicago established a nursing school to train 
men. They opened a second school in 1928 in St. Louis. 
The Alexian Brothers ministry dates back to the Mid- 
dle Ages in Europe, where they tended to the sick and 
hungry and, in the mid-1300s, cared for victims of the 
Black Plague that devastated the continent. The Alexian 
Brothers Health System still exists today. 


Professionalization through Organization 

The 1893 Chicago World’s Fair was an unlikely setting for 
a turning point in nursing’s history. Several influential 
nursing leaders of the century, including Isabel Hamp- 
ton Robb, Lavinia Lloyd Dock, and Bedford Fenwick of 
Great Britain, gathered to share ideas and discuss issues 
pertaining to nursing education. Isabel Hampton Robb 


presented a paper in which she protested the lack of uni- 
formity across nursing schools, which led to inadequate 
curriculum development and nursing education. A 
paper by Florence Nightingale on the need for scientific 
training of nurses was presented at this same meeting. 
Also at this event the precursor to the National League 
for Nursing, the American Society of Superintendents 
of Training Schools for Nurses, was formed to address 
issues in nursing education. The society changed its 
name in 1912 to the National League of Nursing Educa- 
tion (NLNE), and in 1952 it became the National League 
for Nursing (NLN). This event held during the Chicago 
World's Fair became a pivotal point in nursing history. 
Three years later, in 1896, Isabel Hampton Robb 
founded the group that eventually became the American 
Nurses Association (ANA) in 1911. Originally known as 
the Nurses’ Associated Alumnae of the United States and 
Canada, the initial mission of this group was to enhance 
collaboration among practicing nurses and educators. 
At the close of the century, in 1899, this same group of 
energetic American nursing leaders, along with nursing 
leaders from abroad, collaborated with Bedford Fenwick 
of Britain to found the International Council of Nurses 
(ICN). The ICN was and remains dedicated to uniting 
nursing organizations of all nations; fittingly, its first 
meeting was held in 1901 at the Pan-American Exposi- 
tion in Buffalo, New York. At that meeting, a major topic 
of discussion was one that would dramatically change 
the practice of nursing: state registration of nurses. 
Early nursing professional organizations reflected the 
segregation that characterized post—Civil War America. 
Initially nurses from minority groups were excluded 
from the ANA. After 1916, African American nurses 
were admitted to membership, but only through their 
constituent or state associations. In the parts of the 
United States that remained segregated, including the 
southern states and the District of Columbia, African 
American nurses lacked a pathway to membership. 
African American nurses recognized the need for 
their own professional organization to represent and 
manage their specific challenges. Martha Franklin sent 
1500 letters to African American nurses and nursing 
schools across the country to gather support for this idea 
(Carnegie, 1995). In response, the National Association 
of Colored Graduate Nurses (NACGN) was formed 
in 1908 in New York with the objectives of achieving 
higher professional standards, breaking down discrim- 
inatory practices faced by African Americans in schools 
of nursing and nursing organizations, and developing 


Fig. 2.5 Lillian Wald (1867-1940), nurse and social activist. 
Wald founded the Henry Street Settlement, which is still in 
operation today, and was one of the founders of the National 
Association for the Advancement of Colored People (NAACP). 


leadership among African American nurses. Believ- 
ing they had met their objectives, and with declining 
funding for the NACGN, in 1949 the group accepted a 
proposed merger with the ANA, which was finalized in 
1951.The ANA had by that time committed full support 
to minority groups, as well as abolishment of discrimi- 
nation in all aspects of the profession. 


Nursing's Focus on Social Justice: The Henry 
Street Settlement 


From the late 1800s into the 20th century, the young pro- 
fession of nursing addressed the serious health conditions 
related to the arrival of European immigrants who sought 
work in the urban and rural factories of the northeastern 
United States. Infectious diseases were easily spread in 
the overcrowded living conditions of inner city tenement 
housing. In response to these primitive conditions and 
the lack of sufficient medical services, the Henry Street 
Settlement was established on New York’s Lower East 
Side in 1893. Its founders, Lillian Wald (Fig. 2.5) and her 
colleague Mary Brewster, obtained financial assistance 
from local philanthropists and began the first formalized 
public health nursing practice established in a settlement 
house. The Henry Street Settlement continues to serve its 
immediate community in the 21st century. Social activist 
and reformer Lavinia Dock and others worked with Wald 
to provide services through visiting nurse home visits and 
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Fig. 2.6 The Henry Street Settlement nurses were undeterred 
from their daily visits to their patients in New York's Lower 
East Side. 


HISTORICAL NOTE 2.2 


Margaret Sanger, a nurse who worked on the Lower 
East Side of New York City in 1912, was struck by the 
lack of knowledge of immigrant women about pregnan- 
cy and contraception. After witnessing the death of Sa- 


die Sachs from a self-attempted abortion, Sanger was 
inspired to action by this tragedy and became deter- 
mined to teach women about birth control. A radical ac- 
tivist in her early years, Sanger devoted the remainder 
of her life to the birth control movement and became a 
national figure in that cause (Kennedy, 1970). 


clinic services that cared for well babies, treated minor 
illnesses, prevented disease transmission, and provided 
health education to the neighborhood (Cherry and Jacob, 
2005). Through the Henry Street Settlement, in 1902 Lina 
Rogers became the first school nurse in the United States. 
The public health nurses of the Henry Street Settlement 
were relentless in establishing and achieving broad goals 
to improve the health of the immigrants who were seek- 
ing better lives in America (Fig. 2.6). Historical Note 2.2 
describes another pioneering nurse, Margaret Sanger, 
whose work was inspired by the plight of immigrant 
women on the Lower East Side (Kennedy, 1970). Sanger 
became the face of the battle for safe contraception and 
family planning for women. Her work was sometimes 
dangerous and always controversial, yet she persisted 
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Fig. 2.7 Jessie Sleet Scales, a visionary African American 
nurse, was among the first to bring community health nurs- 
ing principles to the tenements of New York City around 1900. 
(Courtesy Hampton University Archives.) 


in her work to preserve reproductive and contraceptive 
rights for women. The Henry Street Settlement still pro- 
vides services to fight urban poverty in New York’s Lower 
East Side, serving all ages with a variety of health services, 
social services, and the arts. A more comprehensive view 
of the remarkable history and work of the Henry Street 
Settlement is available at www.henrystreet.org. 


A Common Cause, but Still Segregated 


Tuberculosis was a major health problem in the tene- 
ments of America’s crowded industrial cities. Dr. Edward 
T. Devine, president of the Charity Organization Soci- 
ety, noted the high incidence of tuberculosis among 
New York City’s African American population. Aware 
of racial barriers to receiving health care and the related 
cultural resistance to seeking medical care, Dr. Devine 
determined that a Black district nurse should be hired 
to conduct outreach into the African American commu- 
nity to persuade local residents to accept health services, 
screen for tuberculosis, and provide treatment if needed. 
Jessie Sleet Scales (Fig. 2.7), an African American nurse 
trained at Providence Hospital in Chicago, was hired as 


a district nurse and soon earned a permanent position. 
Her report to New York’s Charity Organization Society, 
published in the American Journal of Nursing in 1901, 
was titled “A Successful Experiment”: 


I beg to render to you a report of the work done 
by me as a district nurse among the colored peo- 
ple of New York City during the months of October 
and November. I have visited forty-one families and 
made 156 calls in connection with these families, 
caring for nine cases of consumption, four cases of 
peritonitis, two cases of chickenpox, two cases of 
cancer, one case of diphtheria, two cases of heart 
disease, two cases of tumor, one case of gastric 
catarrh, two cases of pneumonia, four cases of rheu- 
matism, and two cases of scalp wound. I have given 
baths, applied poultices, dressed wounds, washed 
and dressed newborn babies, cared for mothers. 

(Sleet, 1901, p. 729) 


Jessie Sleet Scales later recommended to Lillian Wald 
that Elizabeth Tyler, a graduate of Freedmen’s Hospital 
Training School for Nurses in Washington, D.C., work 
with African American patients through the Henry 
Street Settlement. Working within the confines of segre- 
gation, Scales and Tyler established the Stillman House, 
a branch of the Henry Street Settlement that served Black 
persons in a small store on New York’s West 61st Street. 
For community health nursing, the addition of these pio- 
neer African American nurses to the ranks of the Henry 
Street Settlement signified activism, expansion, and 
growth. Despite the persistent racial barriers and squalid 
living and health conditions, Scales and Tyler succeeded 
in providing excellent nursing care to underserved fam- 
ilies with increasing but manageable health problems. 
Their common focus on prevention of disease and man- 
agement of illness bound these visionary nurses of the 
Henry Street Settlement across the deep racial divide. 


War Again Creates the Need for Nurses: 
The Spanish-American War 


In 1898 the U.S. Congress declared war on Spain, and 
once again nursing had a major role in the care of those 
soldiers sick and injured in war. Anita M. McGee, MD, 
was appointed head of the Hospital Corps, a group 
formed to recruit nurses. Encouraged by Isabel Hamp- 
ton Robb and the fledgling Nurses’ Associated Alumnae 
of the United States and Canada, McGee initially wanted 
only graduates of nurse training schools in the Hospi- 
tal Corps (Wall, 1995); however, it soon became clear 


Fig. 2.8 Red Cross nursing in the Spanish-American War, circa 
1898. Nurses on deck of the hospital ship Relief near Cuba. 
(National Library of Medicine, Bethesda, MD.) 


that this requirement could not be met. A widespread 
epidemic of typhoid fever created a greater need than 
anticipated, and as a result others, including the Sisters 
of the Holy Cross (whose order had served during the 
Civil War) and untrained African American nurses who 
had had typhoid fever in the past, were accepted for 
service (Wall, 1995). Namahyoke Curtis was employed 
as a contract nurse by the War Department during the 
Spanish-American War, making her the first trained 
African American nurse in this capacity. Although 
McGee and Robb had to enlist untrained persons to care 
for the sick and wounded during the Spanish-American 
War, their efforts set the stage for the development of a 
permanent Army Nurse Corps (1901) and Navy Nurse 
Corps (1908) (Fig. 2.8). 


Professionalization and Standardization of 
Nursing through Licensure 

The institution of state licensure for nurses was a huge 
milestone for nursing in the early 20th century, although 
early efforts to establish licensure were not well received. 
After an educational campaign, the ICN passed a reso- 
lution asking each country and each American state to 
provide for licensure of the nurses working there. As a 
result, state legislatures in New Jersey, New York, North 
Carolina, and Virginia passed what were known as per- 
missive licensure laws for nursing in 1903. Nurses did not 
have to be registered to practice but could not use the title 
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of registered nurse (RN) unless they were registered. By 
1923, although all American states required examinations 
for permissive licensure, the examinations were not stan- 
dardized. It was not until the 1930s that New York became 
the first state to have mandatory licensure, but this was 
not fully mandated until 1947. In 1950 the NLN assumed 
responsibility for administering the first nationwide State 
Board Test Pool Examination, meaning all candidates for 
nursing licensure took the same examination. 

The first edition of the American Journal of Nurs- 
ing, published in October 1900, was a key event of this 
decade. Nurse leaders Isabel Hampton Robb, Mary Ade- 
laide Nutting, Lavinia L. Dock, Sophia Palmer, and Mary 
E. Davis were heavily involved in the development of the 
journal. Sophia Palmer, director of nursing at Roches- 
ter City Hospital, New York, was appointed as the first 
editor, with the goal of presenting “month by month the 
most useful facts, the most progressive thought and the 
latest news that the profession has to offer in the most 
attractive form that can be secured” (Palmer, 1900, p. 64). 


1917-1935: The Challenges of World War I, 
the 1918-1919 Influenza Epidemic, and the 


1930s Depression Era 

The significant events of 1917-1918 combined to chal- 
lenge nursing resources and organized responses. The 
United States entered World War I. The utility of trained 
female nurses to provide care for soldiers during warfare 
had been demonstrated successfully in previous military 
campaigns and wars. When the United States entered 
the war in Europe in early April 1917, the National 
Committee on Nursing was formed (Dock and Stewart, 
1920). This committee was chaired by Mary Adelaide 
Nutting, professor of Nursing and Health at Columbia 
University, with membership including Jane A. Delano, 
Director of Nursing for the American Red Cross, and 
other prominent nursing leaders. Charged with supply- 
ing an adequate number of trained nurses to U.S. Army 
hospitals abroad, the National Committee on Nurs- 
ing initiated a national publicity campaign to enhance 
recruitment of young women to enter nurse training 
(Fig. 2.9), established the Army School of Nursing with 
Annie Goodrich as its dean, and introduced college 
women to nursing through participation in the Vassar 
Training Camp for Nurses. 

From September 1918 to August 1919, an influenza 
pandemic swept the nation and eventually the world, 
infecting a staggering one-third of the world’s popula- 
tion. The influenza pandemic spurred widespread public 
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Fig. 2.9 A World War | Red Cross nursing poster, 1918. “Not 
one shall be left behind!” by James Montgomery Flagg is typ- 
ical of World War | recruitment posters. Nurses answered the 
call in record numbers. (Collection of the Library of Congress.) 


education in home care and hygiene through Red Cross 
nursing. Historical Note 2.3 describes the impact of the 
influenza pandemic on the nation and the profession. 

By the time World War I ended, the nursing profes- 
sion had demonstrated its ability both to provide care 
to wounded soldiers and to respond effectively to the 
influenza pandemic. In 1920 Congress passed a bill that 
provided nurses with military rank (Dock and Stewart, 
1920). The 1920s also saw increased use of hospitals and 
an acceptance of the scientific basis of medicine. 

Two other noteworthy events of the decade included 
the publication of the 1923 Goldmark Report, a study 
of nursing education (discussed further in Chapter 4) 
that advocated for the establishment of schools of nurs- 
ing associated with colleges and universities, rather than 
hospital-based diploma programs, and encouraged the 
establishment of rural programs in midwifery, and the 
establishment of the Frontier Nursing Service (FNS) in 
1925. 

The FNS was established in 1925 by Mary Breckin- 
ridge, a nurse and midwife. Originally established as 
the Kentucky Committee for Mothers and Babies, this 


HISTORICAL NOTE 2.3 


The influenza pandemic of 1918-1919 increased the 
public's awareness of the necessity of public health 
nursing. A pandemic is an epidemic over a very large 
geographic area—a continent or even the world, cross- 
ing international boundaries—and simultaneously af- 
fects a large proportion of the population. Across the 
United States, the U.S. Public Health Service, American 
Red Cross, and local Visiting Nurse and Public Health 
Nursing agencies mobilized to provide care for the hun- 
dreds of thousands who contracted influenza, known as 
“La Grippe” or “Spanish flu.” One-third of the world’s 
population (approximately 500,000,000 persons) was 
affected, and in the United States, 28% of all Ameri- 
cans became infected, killing an estimated 675,000 cit- 
izens. The influenza was most deadly to persons 20 to 
40 years of age. This age group is typically least suscep- 
tible to death by infectious disease, whereas infants, 
children, and the elderly are usually most affected—but 
this was no ordinary seasonal influenza. Approximately 
half of the fatalities among U.S. soldiers in Europe were 
due to influenza, not war injuries, and in total, an esti- 
mated 43,000 servicemen mobilized during World War 
| died of influenza. In Spring 1919 the second wave of 
the flu epidemic struck the U.S. East Coast and swept 
across the country. Although not as lethal as the first 
epidemic wave, the 1919 flu epidemic closed business- 
es, schools, and churches. The demand for nursing ser- 
vices increased across these two waves of influenza. 


service provided the first organized nurse-midwifery 
program in the United States. Nurses of the FNS worked 
in isolated rural areas in the Appalachian Mountains, 
traveling by horseback to serve the health needs of 
the poverty-stricken mountain people (Fig. 2.10). FNS 
nurses delivered babies, provided prenatal and postnatal 
care, educated mothers and their families about nutri- 
tion and hygiene, and cared for the sick. Through this 
rural midwifery service, Breckinridge demonstrated 
that nurses could play a significant role in providing pri- 
mary rural health care. 


1931-1945: Challenges of the Great 


Depression and World War Il 

With hospitals largely staffed by nursing students, most 
nurses who had completed their training worked as pri- 
vate duty nurses in patients’ homes. The Great Depres- 
sion, however, meant that many families could no longer 
afford private duty nurses, forcing many nurses into 
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Fig. 2.10 Mary Breckinridge, founder of the FNS, on her way 
to visit patients in rural Kentucky. (Used with permission of the 
Frontier Nursing Service, Wendover, KY.) 


unemployment. In 1933 President Franklin D. Roosevelt 
established the Civil Works Administration (CWA) in 
which nurses participated by providing rural and school 
health services. They also took part in specific projects 
such as conducting health surveys on communicable 
disease and nutrition of children. Hospitals, as a result 
of the severe economic conditions of the Depression, 
were forced to close their schools of nursing. Conse- 
quently, hospitals no longer had a reliable, inexpensive 
student workforce at the time when there was a signifi- 
cant increase in the number of patients needing charity 
care. The solution soon became apparent: unemployed 
graduate nurses, willing to work for minimum pay, were 
recruited to work in the hospitals rather than doing pri- 
vate duty for wealthy families. This had a lasting effect 
on the staffing of hospitals. 

The Social Security Act (SSA) of 1935, a significant 
part of President Roosevelt’s plans to bring the nation 
out of the Depression, enhanced the practice of public 
health nursing. One of the purposes of the SSA was to 
strengthen public health services and to provide medi- 
cal care for children with disabilities and blind persons. 
Public health nursing was supported by the SSA and 
became the major avenue of care to dependent mothers 
and children, the blind, and children with disabilities. 


World War II: Challenges and Opportunities 

for Nursing 

During World War HU, the nation’s military once again 
found itself without an adequate supply of nurses. In 
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response to the need for nurses, Congress enacted legis- 
lation to provide substantial financial support for nurs- 
ing education. The military and collegiate programs of 
nursing formed the Cadet Nurse Corps, an alliance to 
train student nurses. Students received tuition, books, 
a stipend, and a uniform in return for a commitment 
to serve as nurses for the duration of the war in either 
civilian or military hospitals, the Indian Health Service, 
or public health facilities. Approximately 124,000 nurses 
volunteered, graduated, and were certified for military 
services in the Army and Navy Nurse Corps between 
1943 and 1948. As a result of lobbying by U.S. Con- 
gresswoman Frances Payne Bolton, First Lady Eleanor 
Roosevelt, and the National Organization of Colored 
Graduate Nurses, for the first time, America’s African 
American nurses were permitted to provide nursing ser- 
vices to injured soldiers in foreign countries. At home, 
despite ongoing racial segregation, African American 
collegiate programs, as well as the NACGN, were active 
participants in the Cadet Nurse Corps. 

Historical Note 2.4 describes the courage of nurses 
in the Philippines at Corregidor and Bataan during 
World War II, who were held in captivity for 3 years in 
an internment camp. 


1945-1960: The Rise of Hospitals— 


Bureaucracy, Science, and Shortages 

The professionalization of nursing continued after 
the end of World War II. In 1947 military nurses were 
awarded full commissioned officer status in both the 
Army and the Navy Nurse Corps, and segregation of 
African American nurses was ended. Julie O. Flikke was 
the first nurse to be promoted to the rank of colonel in 
the U.S. Army. In 1954 men were allowed to enter the 
military nursing corps. 

In 1946 the Hill-Burton Act was enacted, providing 
funds to construct hospitals, which led to a surge in the 
growth of new facilities. This rapid expansion in the 
number of hospital beds resulted in an acute shortage 
of nurses and increasingly difficult working conditions. 
Long hours, inadequate salaries, and increasing patient 
loads made many nurses unhappy with their jobs, and 
threats of strikes and collective bargaining ensued. 

In response to the shortages, “team nursing” was 
introduced. Team nursing involved the provision of 
care to a group of patients by a group of care provid- 
ers. Although efficient, the method fragmented patient 
care and removed the RN from the bedside. Another 
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HISTORICAL NOTE 2.4 


Hours after Pearl Harbor was attacked on December 7, 
1941, a successful surprise attack on U.S. installations in 
the Philippines crippled the air force in the South Pacific. 
At that time, more than 100 nurses were enlisted with 
the U.S. Army and Navy units in the Philippines. Some 
of the most dramatic stories in nursing’s history played 
out over the next weeks and months during the Japanese 
takeover of the Bataan peninsula, a large land mass at 
the northern tip of the Philippines, and then Corregidor, 
a small island (about 6 square miles) in a strategically ad- 
vantageous location at the opening on the Manila Bay. 
Nurses proved their ingenuity, commitment, courage, 
and intelligence during the first months of 1942 as they 
were forced to provide care under the most extreme con- 
ditions. The two field hospitals that were built to handle 
1000 patients each had 11,000 patients by the end of 
March 1942. One month later, there were 24,000 sick and 
wounded. The field hospitals themselves were bombed 
twice. With the imminent fall of the Bataan to Japanese 
control, the nurses were evacuated to Corregidor. 

Corregidor contained a huge bomb-proof tunnel system, 
a complex of a main tunnel (the Malinta Tunnel, 1400 feet 
long and 30 feet wide) and numerous lateral tunnels with 
electricity and ventilation, and a hospital. At first, the 
conditions deep in the tunnel were a stark contrast to 
the horrors of Bataan, until conditions deteriorated over 
the next few weeks as Corregidor continued to be un- 
der relentless air attack by the Japanese. The number of 
wounded soldiers increased, until finally 1000 young men 
were being cared for by the nurses in a Space where pow- 
er outages, poor ventilation, oppressive heat, and vermin 
were common. 

Although many nurses were evacuated from Corregi- 
dor before the final takeover of the island fortress by the 
Japanese military, about 85 American and Filipino nurses 
remained in the tunnel hospital to attend to the wounded. 


response to the shortage was the institution of the asso- 
ciate degree in nursing (ADN), discussed in more detail 
in Chapter 4. As nursing continued to search for its iden- 
tity, it focused on the scientific basis for nursing practice. 
Clinical nursing research began in earnest, and the Jour- 
nal of Nursing Research was first published in 1952. 


1961-1982: The Great Society, Vietnam, and 


the Change in Women’s Role 
Two 1965 amendments to the Social Security Act, 
designed to ensure access to health care for elderly, poor, 


On May 4, 1942, the American forces on Corregidor 
surrendered. The nurses remaining on Corregidor were 
confined to the tunnel hospital, were not allowed to go 
outside for fresh air, and were given only two small meals 
a day, and yet they continued to provide effective nursing 
care for 1000 sick and injured soldiers. This continued for 
6 weeks until they were moved to the old hospital site 
outside the tunnel. One week later, they were bound for 
Manila, not knowing that they were soon to be providing 
care at an internment camp, where they would also be 
interned for the next 33 months. On February 3, 1945, 
U.S. troops liberated the internment camp. 

For more details of the nurses’ work during their ordeal 
at Bataan, Corregidor, and the internment camp, consult 
these excellent resources: 


Kalisch PA, Kalisch BJ: Nurses under fire: the World War II 
experiences of nurses on Bataan and Corregidor, Nurs 
Res 44(5):260-271, 1995. 

Norman E: We band of angels: the untold story of Amer- 
ican nurses trapped on Bataan by the Japanese, New 
York, 1999, Random House. 


and disabled Americans, resulted in the establishment 
of Medicare and Medicaid. Soon after, hospitals began 
to rely heavily on reimbursements from Medicare and 
Medicaid. Because most of the care for the sick was tak- 
ing place in hospitals rather than homes, the hospital 
setting became the preferred place of employment for 
nurses, giving rise to new opportunities and roles for 
nurses. 

The 1960s were the era of specialty care and clin- 
ical specialization for nurses. The successful devel- 
opment of the clinical specialist role in psychiatric 


nursing—combined with the proliferation of intensive 
care units and technological advances of the period— 
fostered the growth of clinical specialization in many 
areas, including cardiac-thoracic surgery and coronary 
care. The increase in medical specialization, along with 
the concurrent shortage of primary care physicians and 
the public demand for improved access to health care 
that grew out of President Lyndon B. Johnson's “Great 
Society” reforms, fostered the emergence of the nurse 
practitioner (NP) in primary care. In 1971 Idaho became 
the first state to recognize diagnosis and treatment as 
part of the legal scope of practice for NPs. 

Again, war—this time in Vietnam—provided nurses 
with opportunities to stretch the boundaries of the dis- 
cipline. The Vietnam War occurred in jungles not eas- 
ily accessed by rescue workers or medics and without 
clearly drawn lines of combat. Mobile hospital units were 
set up in the jungles, where nurses often worked with- 
out the direct supervision of physicians as they fought to 
save the lives of the wounded. They performed advanced 
emergency procedures such as tracheotomies and chest 
tube insertions, never before executed by nurses. They 
also had to deal with the lack of support at home, where 
the Vietnam War was controversial and widely pro- 
tested. The trauma of the battlefield was intensified by 
this lack of support at home, and many nurses suffered 
posttraumatic stress disorder, as did the returning sol- 
diers. In 1993 the Vietnam Women’s Memorial statue 
was dedicated, which featured two nurses—one White, 
one Black—tending to the prostrate figure of an injured 
soldier. Most of the American women who served in 
Vietnam were nurses. This memorial captured the diffi- 
cult and crucial role of nurses in the Vietnam War, and it 
stands in sharp contrast to the days of segregation from 
earlier decades. The Vietnam Women’s Memorial statue 
is featured on the title page of this chapter. 


1983-2000: Challenges for Nursing—HIV/AIDS 


and Life Support Technologies 

The early 1980s was marked by the recognition of the 
rapid spread of a retrovirus that later became known as 
the human immunodeficiency virus (HIV). This virus 
was isolated from a person with acquired immunode- 
ficiency syndrome (AIDS) and ultimately resulted in 
a change in health care globally. At first believed to be 
confined to the gay community, in 1983 the first inci- 
dence of the spread of HIV was noted in hemophiliacs as 
a result of HIV-contaminated blood products. It became 
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clear that all persons were susceptible to HIV. Although 
much is known about HIV and its transmission now, 
30 years ago the questions that surrounded HIV were 
frightening and resulted in massive changes to the daily 
routines in health care, including the implementation 
of universal precautions. The development of antiretro- 
viral treatments proved to be useful in prolonging the 
time from infection with HIV to the development of 
AIDS, and the use of antiretroviral drugs during preg- 
nancy reduced the incidence of mother-to-child trans- 
mission from 30% to 3%. Very quickly, the HIV/AIDS 
epidemic changed the landscape of health care, affect- 
ing everything from materials such as needles, intrave- 
nous catheters, and gloves to global AIDS initiatives in 
resource-poor nations, particularly in Africa. 

The 1980s and 1990s were also marked by an enor- 
mous increase in the use of medical technologies, includ- 
ing the wide use of life support. Many ethical questions 
were raised during these years regarding the use of life 
support technologies and when they are appropriate. A 
prominent case involved the decision of the parents of 
Karen Ann Quinlan to discontinue ventilatory support 
after she lapsed into a drug- and alcohol-induced coma 
in 1975. The phrase “persistent vegetative state” became 
well known, if not entirely understood, by the public. Ms. 
Quinlan lived for a decade after the discontinuation of 
the ventilator, never regaining consciousness. Another 
case involving a young woman, Nancy Cruzan, raised 
questions of “right to die” and what the patient would 
have wanted. Ms. Cruzan was in a persistent vegetative 
state, and her parents asked for her feeding tube to be 
removed, eventually taking their fight to the U.S. Supreme 
Court, which upheld a ruling by the Missouri court that 
prevented them from discontinuing her nutritional sup- 
port. They eventually won a court order under the Due 
Process Clause that supports a person's right to refuse 
medical treatment. The Cruzans provided evidence that 
their daughter would have wanted her life support termi- 
nated, and they were allowed to have nutritional support 
discontinued. These prominent cases moved forward 
support for advance directives that would provide evi- 
dence of a patient’s wishes while still competent. 


2001-2018: The Post—9/11 Era, Natural 


Disasters, and Health Care Reform 

The United States underwent a sudden and cataclysmic 
social and cultural shift in the aftermath of the Septem- 
ber 11, 2001, attacks. Almost all areas of American life 
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were touched by the events of that day, including nurs- 
ing. Disaster management became a focus of nursing 
efforts to be better prepared for mass casualties, and 
disaster drills have become part of the routine in hos- 
pitals to ensure that nurses and other personnel can 
respond effectively and efficiently, with a focus on saving 
as many lives as possible during a wide-scale disaster. 
In 2005 Hurricane Katrina created a disaster along 
the Gulf Coast of Louisiana, Mississippi, and beyond. 
Parts of the city of New Orleans were underwater, and 
the images of people sitting on housetops and propped 
in wheelchairs along the walls of the Superdome became 
part of the story of Katrina. In hospitals filled with 
floodwaters in their lower floors, nurses, physicians, and 
other providers sought to protect and comfort patients 
under horrendous conditions. In 2006, in response to 
the arrest of two nurses for administering lethal doses of 
morphine and midazolam to four terminally ill patients 
in the aftermath of Hurricane Katrina, the ANA pub- 
lished comments on nursing care during disasters, cit- 
ing the “unfamiliar and unusual conditions with the 
health care environment that may necessitate adapta- 
tions to recognized standards of nursing practice”; the 
comments, however, did not address the specific details 
of these nurses’ situations. The ANA comments can be 
found at www.nursingworld.org/DocumentVault/Eth- 
ics/ANAonKatrina.htm]. What was clear from both the 
World Trade Center attacks and the aftermath of Hur- 
ricane Katrina is that nurses were called on to act in 
conditions that had been previously unimaginable and 
unaddressed. Nursing as a profession has responded by 
increasing preparedness for human catastrophes and 
natural disasters that are certain to occur in the future. 
Another marker of the current social context of nurs- 
ing was the passage of the Affordable Care Act (ACA), 
signed into law by President Barack Obama in March 
2010. This legislation was and continues to be debated 
vigorously. This legislation was often referred to as 
“health care reform.” The ANA supported the passage of 
this Act and in 2011 affirmed its continuing support for 
the Act in the face of efforts by subsequent sessions of 
Congress to repeal it. Provisions of the ACA were imple- 
mented over time. Early provisions banned lifetime lim- 
its on insurance coverage by insurers so that patients 
with extreme medical costs can be assured of continu- 
ing benefits over the course of their illness and lifetime. 
Young adults up to age 26 were allowed coverage on 
their parents’ insurance plan unless they had insurance 


coverage at work. The ACA also prevented insurance 
companies from denying coverage to children and teens 
younger than age 19 because of a preexisting condition. 
An estimated 162,000 children benefitted from these two 
provisions. Later provisions included coverage of rec- 
ommended preventive services with no out-of-pocket 
expenses for insurance holders, the right to appeal cov- 
erage decisions, and having a choice of primary care pro- 
viders. By 2015, more than 16 million Americans had 
a health care plan under the ACA, meaning that only 
10.1% were without health coverage, a decrease of more 
than 4% since the first ACA open enrollment in 2013. 
The Congressional Budget Office, a nonpartisan depart- 
ment of the federal government, estimated a cost savings 
of more than $1.7 trillion over two decades. Interestingly, 
the ACA has improved patient safety and prevented an 
estimated 50,000 deaths between 2010 and 2013 from 
health care-related harm. An important provision of the 
ACA was that persons with a preexisting health condi- 
tion could not be denied health insurance coverage. This 
provision affected 129 million Americans. 

Another major development in the health care field 
that affects the nursing profession has been the rapid 
development of informational and medical technolo- 
gies. Electronic health records have become common as 
the U.S. health care system is moving toward becoming 
paperless. Digitalized health records allow for access 
across disciplines and across distance, with the goal to 
improve continuity of health care no matter where a per- 
son may require medical treatment. In many institutions, 
nurses enter patient data into computers at the bedside. 
Life-sustaining medical technologies have created new 
ethical challenges for nurses, who continue to be the first 
line of defense on behalf of their vulnerable patients. This 
role has never changed for nurses, even though technol- 
ogies have altered the terrain of health care over time. 

Many of the issues that confronted nurses of the 
past still confront nurses today. War, infectious disease, 
poverty, and immigration still pose challenges to pub- 
lic health. With an increasing interest in global health, 
nurses are finding that, although many infectious dis- 
eases have been managed, HIV/AIDS and malaria still 
threaten the health of people in Africa and other under- 
developed parts of the world. Nurses are increasingly 
aware of the need for cultural competence in providing 
care to others with whom nurses share little in common 
demographically. Monsivais (2011) noted that, although 
cultural markers such as age, gender, education, and 


socioeconomic class all create a certain cultural expe- 
rience, the intersection of an illness along any or all of 
these markers may create an entirely different set of cir- 
cumstances that nurses are challenged to identify and 
address. More simply, the shared experience of a par- 
ticular illness may create a subgroup with more cultural 
significance than an individual’s age, gender, or ethnic 
identity. For example, there is a sizable online commu- 
nity of parents who vary greatly across demographic 
indicators but who are connected through their children 
who have heart disease. These parents often refer to their 
children as “cardiac kids,’ a signal of both their children’s 
serious health struggles and the lifestyle changes that are 
created around these conditions. Other illnesses such as 
cancer or genetic conditions have resulted in similar 
patient and family communities that reach beyond cul- 
tural markers. 

Significant language barriers exist as nurses manage 
the care of large numbers of Latinos who have immi- 
grated into the United States in recent years, and for 
whom Spanish is their primary language. Even among 
patients of any language who speak English fluently as 
a second language, the stresses and distresses associated 
with illness, hospitalization, and entry into the health 
care system can diminish language skills, resulting in an 
increased dependence on their native language. 

In addition, with the simultaneous wars in Iraq and 
Afghanistan, many soldiers returned to the United States 
with significant injuries that will require lifelong man- 
agement. Improved initial care in the field prevented 
many deaths of soldiers immediately after their injuries. 
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Profound lower extremity injuries among Middle East 
veterans are common and are related to encounters with 
improvised explosive devices (IEDs), also known as 
roadside bombs. The changing nature of health care in 
one arena (e.g., rapid responses in the field) has implica- 
tions for care in another arena (e.g., long-term rehabili- 
tation of veterans with missing limbs). 


SOCIAL CONTEXT OF NURSING 


No endeavor functions separately from its social and his- 
torical context. Nursing is no exception. The influences 
on nursing in several contexts are identified and dis- 
cussed in the remaining pages of this chapter. The social 
context also influences who chooses nursing as a career. 

As you read this section, think about what drew you 
into the profession of nursing. What is the story of your 
own journey into nursing? One nurse's story is found in 
Thinking Critically Box 2.1. As you read his story, iden- 
tify the factors that influenced his choice of career and 
the challenges that he faced as he became a nurse. Then 
think of your own story, and identify the social forces 
that have influenced your career choice. 

Several social factors that have influenced the devel- 
opment of professional nursing will be explored in this 
section, including the following: 

* Gender 

* The image of nursing 

¢ National population trends 
* Technology 

¢ ‘The shortage of nurses 


Challenging Gender Norms: One Nurse’s Journey Into Nursing 


Analyze the following story, and determine some of the 
factors that influenced this nurse’s choice of a career. 
What assumptions did he make about the profession be- 
fore entering it? Were his assumptions accurate or inac- 
curate? How would his assumptions hold up today? 

“| never wanted to be anything but a nurse. As a child, 
| loved to bandage my sister's dolls and stuffed animals, 


and later as a teen, | volunteered at the animal shelter 
and took care of sick and wounded animals. As soon as 
| was old enough, | volunteered at a local skilled nursing 
facility taking care of the elderly, helping feed them and 
reading to them, and sometimes writing letters for them. 
When | was 18, | was hired as an ‘orderly’ (a male assis- 
tant) at a small local hospital and provided care to male 


patients who were being prepared for surgery. One of 
the doctors there asked me if | was going to go to med- 
ical school, and | told him that | was saving my money 
to go to nursing school. He told me, ‘What a waste. You 
have a great mind. And how is a man going to provide 
for a family on a nurse's salary?’ Needless to say, | was 
very upset by his response, and didn’t feel like | could 
defend my career choice very well at the time. | have 
now completed my bachelor of science in nursing (BSN) 
and am working as an RN in a large, busy emergency de- 
partment, and am planning to return to graduate school. 
| sometimes think about that conversation with that doc- 
tor, and wish that | could go back in time and answer him 
better than | did then.” 
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Gender 


Gender is a social construction of behaviors, roles, 
beliefs, and values that are specific to women or men. 
Gender is not the same as sex, which is a biologic entity. 
A fundamental example has to do with asking a preg- 
nant woman whether she is having a girl or a boy. This 
is a question of biology: is the fetus a female (XX) or a 
male (XY)? If the woman responds, “It’s a girl—she’s so 
graceful, she just moves so gently, and we can see in her 
ultrasound pictures that she has long legs and arms. I can 
tell that she is going to be a ballerina someday!” she has 
assigned a gender role to the biologic entity of a female 
fetus. Because the fetus is gentle and has long limbs, the 
pregnant woman has interpreted these attributes in light 
of the fetus’s sex—she is going to be a ballerina. 
Assignment of gender roles starts early (even before 
birth in some cases) and is part of socialization, the pro- 
cess through which values and expectations are transmit- 
ted from generation to generation. Parents and others in 
a child’s sphere of influence teach lessons about gender 
roles and behavior, both intentionally and unintention- 
ally. A consequence of this is that gender-role stereotyp- 
ing occurs. Stereotypes are also social constructions that 
portray how men and women “should” behave in society 
or within their cultural group. Gender-role stereotyping 
can be subtle but begins early with cues as commonplace 
as pink clothing for baby girls and blue for boys; dolls for 
girls and trucks for boys; and comments such as “big boys 
don't cry” and “girls shouldn't get dirty when they play-” 
Gender-specific stereotypes have affected nursing for 
160 years. When nursing as a modern profession began 
in the mid-1800s, the most common roles assumed by 
women were within their families and involved caring for 
others, maintaining a household, and taking care of their 
husbands and children. Women did not work outside the 
home for money but rather relied on their husbands or 
families for support. The first formal schools of nursing 
in the United States were developed to attract “respect- 
able” women into nursing, a criterion that was designed 
to increase the value society put on nursing. Stereotyp- 
ing of women also included the notion that women were 
intellectually inferior to men and hence women were 
not called on to make decisions or think for themselves. 
This type of stereotyping shaped the type of training that 
nurses received, which was fundamentally task oriented, 
and this form of instruction persisted for many years. 
Men are not new to the profession of nursing. 
During the 11th, 12th, and 13th centuries in Europe, 


Fig. 2.11 Attracting men to nursing continues to be a priority for 
the profession. (Photo used with permission from Photos.com.) 


men provided much of the nursing care, often under 
the authority of military or religious orders. Florence 
Nightingale worked hard to establish nursing as a wor- 
thy career for women and largely ignored the historical 
contributions of men. The male role in her estimation 
was confined to supplying physical strength, such as 
lifting, moving, or controlling patients when needed. 
Early schools of nursing in the United States did not 
admit men, establishing an early tradition of discrim- 
ination in the profession. An exception was psychiat- 
ric nursing, which often required physical stamina and 
strength and was therefore considered an appropriate 
setting for men in nursing. Now women and men in 
nursing have the same choices of settings available to 
them (Fig. 2.11). (The editor of this textbook recalls 
with fondness her first male nurse colleague in the 
neonatal intensive care unit. He was an exceptionally 
caring nurse with an extraordinary way of reassuring 
worried parents.) 

Today about 11% of students enrolled in undergrad- 
uate programs are men. Men in nursing, compared 
with women in nursing, are likely to be younger, to 
be employed full time in nursing, to have more non- 
nursing education, and to have chosen nursing as a 
second career. Their motivations for entering nursing, 
however, are similar to those of their female coun- 
terparts. The top three reasons identified by men for 
becoming nurses are (1) a desire to help people, (2) 
the perception that nursing is a growth profession with 
many career paths, and (3) the desire to have a stable 
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FROM FLIGHT MEDIC TO FLIGHT NURSE: ONE MAN’S STORY 


| was on active duty in the Army when | decided to be- 
come a nurse. | was a flight medic at the time and wanted 
to be more involved in caring for critically ill patients. Going 
to nursing school seemed to be the way to reach this goal. 
| had a couple of nurse mentors who were men and who 
were instrumental in my decision to go to nursing school. 
They really enjoyed the profession and encouraged me to 
give it a try. The Army was a good place to be a nurse be- 
cause the rank structure is equal for physicians and nurses. 

My initial nursing education began while | was in the 
Army. | attended the Army's version of licensed practical 
nurse (LPN) school. After | left the Army 3 years later, | 
wanted to become an RN, so | first earned an associate 
degree and then went back to school and earned an as- 
sociate degree in nursing so | could sit for the NCLEX® 
examination and begin work as an RN. Although | am cur- 
rently working full time, | am also taking courses toward a 
bachelor of science in nursing (BSN) degree. Then | plan 
to pursue a master’s degree. 

Like many of my male colleagues, | am interested in 
emergency nursing, and that has driven my career path. 
Being a flight medic in the service really sparked my in- 
terest to return to that job as an RN. | have worked in a 
postanesthesia care unit, a telemetry unit, an emergen- 
cy department, and an intensive care unit and have done 
both ground and air transport of critically ill and trauma 
patients. It took several years to get the work experience 
as an RN to get a flight nurse job. You have to be an ex- 
perienced nurse to even apply for a flight nurse position. 

| now have my dream job as a flight nurse for a major 
medical center. | get to take care of the sickest, most 


career. Professional Profile Box 2.1 contains the story 
of Christopher McGrath, RN, who was encouraged to 
become a nurse, and how his career and educational 
paths have developed. 

In 1974 the American Assembly for Men in Nursing 
(AAMN) was organized to address, discuss, and influ- 
ence factors that affect men in nursing. Open to men 
and women, this national organization has local chap- 
ters. The goals for AAMN organization are as follows: 
¢ Encourage men of all ages to become nurses and join 

together with all nurses in strengthening and human- 

izing health care. 

¢ Support men who are nurses to grow professionally 
and demonstrate to each other and to society the 
increasing contributions being made by men within 
the nursing profession. 


badly injured patients you can imagine. | know that | really 
get to make a difference on a daily basis in the lives of the 
patients who | help care for. 

One of the best aspects of my job is that not only do | do 
air transport, but | get to do research as well. | have been 
the principal investigator for two studies, the first of which 
has been published in a peer-reviewed journal. | also am 
the outreach coordinator for our program. This affords me 
the opportunity to interact with emergency medical ser- 
vices, fire departments, and referring hospitals. 

Nursing is an occupation where you can find your love in 
your job. | look forward to going to work every day. | am 
glad that | had mentors who guided me into nursing as a 
career. | have never regretted that decision. 


Christopher McGrath, RN 
Reference: Courtesy Christopher McGrath. 


¢ Advocate for continued research, education, and dis- 
semination of information about men’s health issues, 
men in nursing, and nursing knowledge at the local 
and national levels. 
¢ Support members’ full participation in the nursing 
profession and its organizations, and use this Assembly 
for the limited objectives stated earlier (AAMN, 2015). 
Social change in the 1960s had a profound effect 
on society and has both hurt and helped the nursing 
profession. Women began to recognize that they had 
career opportunities beyond the traditional and ste- 
reotypical “female” ones such as teaching and nurs- 
ing. Gifted women who might have otherwise become 
nurses pursued careers in a variety of other fields. 
This meant that nursing faced more competition for 
students than it once did because of the heightened 
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interest in other careers by young women. Women 
sought opportunities that offered higher salaries, bet- 
ter working conditions, and schedules more accommo- 
dating of family life. 

An interesting recent phenomenon has occurred, 
however. Across the United States, nursing programs 
are seeing an increasing number of applicants who have 
degrees in other areas or who have had careers in other 
disciplines such as teachers, attorneys, engineers, infor- 
mation technology (IT) specialists, and entrepreneurs. 
The current appeal of nursing seems to be related to the 
fact that a career in nursing can provide economic and 
job security. A more significant reason for this trend is 
that, in spite of the wide array of career choices, nurs- 
ing’s appeal is strong to individuals who want to make a 
difference in the lives of others. 

The women’s movement benefited nursing in numer- 
ous ways. First, economic inequities and poor working 
conditions were exposed. The movement provoked a 
conscious awareness that equality and autonomy for 
women were inherent rights, not privileges, and stim- 
ulated the passage of legislation to ensure those rights. 
Unfortunately, however, results of a study of published 
in 2015 showed that male RNs earn more than female 
RNs across settings, specialty areas, and positions over 
time, with no evidence that the gap in pay has narrowed 
over time; men earned an estimated $5148 more per 
year than their female colleagues (Muench et al., 2015). 

Nursing also benefited from the women’s movement 
in more subtle ways. As nursing students were increas- 
ingly educated in colleges and universities, they were 
exposed to campus activism, protests, and organizations 
that were trying to change the status of women. Learn- 
ing informal lessons about influence and power and 
how to foster change had a positive effect on students, 
who later used this knowledge to improve the status of 
nursing. With the firm commitment of all of its practi- 
tioners, the profession of nursing can give voice to all its 
members and ultimately contribute to the advancement 
of society at large. 


Image of Nursing 


A quick search of images available on a popular search 
engine using the word “nurse” recently resulted in 15 mil- 
lion results. Of the first 25 images returned in the search, 
all 25 were stock photos (professional copyrighted photo- 
graphs for purchase) of young women and men wearing 
scrubs with their stethoscopes around their necks. This 
search—in stark contrast to those reported on in previous 


editions of this text—is remarkably representative of 
nursing now, with the exception of the youthfulness of 
those posing as nurses in the photos. The photos show 
ethnic diversity and a slight overrepresentation of men in 
nursing. Nurses older than around 30 years are not rep- 
resented, despite the “graying” problem of the profession 
as many highly experienced nurses are nearing retire- 
ment. Importantly, the highly sexualized images that 
have plagued the representation of nursing were notably 
absent among the first 300 images. In the previous edition 
of this text, published in 2015, the same search returned 
two cartoon images of White females wearing nurse’s caps 
and white dresses among the first 25 images, and further 
down the page was a photo of a tired, distressed woman 
with her hand to her forehead, eyes closed, with the 
words “nursing crisis” and “JOB” in large capital letters 
superimposed on her image. One image was of a young 
Asian woman in a highly sexualized image, wearing a 
very short, white, fake nursing uniform, complete with 
a plunging neckline and a large red cross on her chest; 
the same red cross was on her nursing cap. One was a 
photo of a nurse in a 1950s-era uniform and cap with a 
large syringe, smiling into the camera; her words in a text 
balloon are, “I have no idea what I'm injecting into your 
child” The author noted: “Finally, gratefully, there is an 
image of a nurse who appears to be talking to an elderly 
man in his hospital bed. If this was a representative sample 
of nursing, it is no wonder that we have a shortage. If this 
is a representative sample of the public’s image of nurs- 
ing, we have an image problem.’ The difference between 
results of the 2015 search and the 2018 search are greatly 
encouraging in the lack of attention to sexist stereotypes 
and cartoonish images of nurses and, importantly, the 
increased attention to diversity and the seriousness of the 
profession. This is progress. 

Images are powerful. They surround us, and we 
become saturated by images. The images of nurses seen 
in advertisements and on television shows may be the 
first and lasting impression that people have of nursing. 
These impressions based on media images affect public 
attitudes toward the profession. Although the public’s 
view of nursing has changed over time, most people still 
do not appreciate the complexity and range of today’s 
professional nursing role. 

Nurses are not so identifiable in health care settings 
as they once were. Once worn by nurses everywhere, 
caps were for decades a symbol of the profession. In the 
United States, each school had a unique cap that was 
instantly recognizable. Nursing schools held capping 


ceremonies during which they presented caps to students 
as a symbol of their progress toward graduation. The cap 
saw its demise by the late 1970s; many, if not most, nurses 
were glad to forgo wearing a cap, believing it was part 
of the stereotypical image of nursing. With many differ- 
ent providers involved in the care of patients, there is no 
distinct way of determining who is an RN. Identification 
(ID) badges carry titles but may be difficult to read. Inter- 
estingly, in the interest of safety, some personnel on cer- 
tain units, such as urban emergency departments, are no 
longer putting their last names on their badges or have 
them ina font so small as to be unreadable in usual emer- 
gency department lighting. Some medical centers and 
hospitals have recently made some movement toward 
reestablishing identifiable dress norms across health care 
disciplines. This is often accomplished by having staff of 
various professions wear attire or scrubs that are distinct 
in color or style. Others identify registered nurses by 
“RN” printed in large red letters on ID badges. 

The manner in which health professionals address 
one another is a matter of image. Nurses in most agen- 
cies refer to themselves by first name, for example: 
“Good morning, my name is David, and I'm going to be 
your nurse for this shift.” Physicians usually introduce 
themselves by title and last name, for example: “I am Dr. 
Roberts.” Nurses rarely refer to each other by last name 
such as “Ms. Kyle” or “Mr. Pierce,” and it is even rarer to 
hear them refer to each other as “Nurse Kyle” or “Nurse 
Pierce.” Moreover, physicians often refer to nurses by 
their first names, whereas nurses typically refer to physi- 
cians by their title and last name. Nurses have reported 
being uncomfortable introducing themselves by last 
name, thinking that it establishes a formality that could 
interfere with the nurse-patient relationship. Gordon 
(2005), in an informal survey of approximately 30 lay- 
people, found that the respondents did not think it would 
be odd for nurses to refer to themselves more formally. 
One of the most damaging—and lingering—images of 
nursing was the portrayal by Louise Fletcher of a cold, 
sadistic, and controlling psychiatric nurse in the 1975 
movie One Flew Over the Cuckoo’ Nest. Fletcher won an 
Academy Award for her role as Nurse Ratched, a name 
that has become synonymous for a cold, uncaring nurse. 

In spite of the challenges facing the nursing profes- 
sion, nurses are well respected by the public and enjoy a 
generally positive image. In a report released by Gallup 
in late 2017, for the 16th consecutive year, nurses were 
rated the highest among a number of professions and 
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occupations on honesty and ethics. Nurses also ranked 
highest in 1999 and 2000; in 2001, nursing ranked sec- 
ond to firefighters in the wake of the September 11 
attacks, at a time when a great deal of positive media 
coverage focused on firefighters. The full report can be 
found at https://news.gallup.com/poll/224639/nurses- 
keep-healthy-lead-honest-ethical-profession.aspx. 

Foundations and corporations, as well as nursing 
groups, have undertaken initiatives to analyze and/or 
improve nursing’s image. Three major initiatives are dis- 
cussed here. 


The Woodhull Study on Nursing and the Media 


The Woodhull Study on Nursing and the Media was a 
comprehensive study of nursing in the print media con- 
ducted in September 1997 by 17 students and 3 faculty 
coordinators from the University of Rochester (New 
York) School of Nursing (URSN). In this study, spon- 
sored by Sigma Theta Tau International (STTI) and 
URSN, students examined approximately 20,000 articles 
from 16 newspapers, magazines, and trade publications. 
The study was named in memory of Nancy Woodhull, 
a founding editor of USA Today. Woodhull became an 
advocate of nursing after her diagnosis of lung can- 
cer, when she was impressed with the comprehensive 
nursing care she received. She suggested the study and 
assisted in the design of the survey after she became 
concerned about the absence of media attention to 
nurses and nursing. 

In December 1997 the students presented their 
findings and recommendations to a mixed audience of 
nurses and national media representatives at the STTI 
Biennial Convention. The key finding was that “Nurses 
and the nursing profession are essentially invisible to 
the media and, consequently, to the American public” 
(STTL, 1998, p. 8). The purpose of the Woodhull Study, 
its major findings, and strategies to guide the nursing 
profession's collective response are found in Box 2.1. 


The Johnson & Johnson Campaign 


Johnson & Johnson, the giant health care corporation, 
began a multimillion-dollar campaign, the Campaign for 
Nursing’s Future, in 2002, “to enhance the image of the 
nursing profession, recruit new nurses and educators, 
and to retain nurses currently in the system” (Donelan 
et al., 2005). This campaign included initiatives in print 
media, television advertising, student scholarships, fund- 
raising, and research. 
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BOX 2.1 The Woodhull Study at a Glance 


Purpose, Findings, and Recommendations 


Purpose of the Study 

The Woodhull Study was designed to survey and analyze 
the portrayal of health care and nursing in U.S. newspa- 
pers, news magazines, and health care industry trade 
publications. 


Key Study Findings 

1. Nurses and the nursing profession are essentially invis- 
ible in media coverage of health care and, consequent- 
ly, to the American public. 

2. Nurses were cited only 4% of the time in the more 
than 2000 health-related articles gathered from 16 ma- 
jor news publications. 

3. The few references to nurses or nursing that did occur 
were simply mentioned in passing. 

4. In many of the stories, nurses and nursing would have 
been sources more germane to the story subject mat- 
ter than the references selected. 


5. Health care industry publications were no more likely to 
take advantage of nursing expertise, focusing more at- 
tention on bottom-line issues such as business or policy. 


Key Study Recommendations 
1. Both media and nursing should take more proactive 
roles in establishing an ongoing dialogue. 

. The often-repeated advice in media articles and adver- 
tisements to “consult your doctor” ignores the role of 
nurses in health care and needs to be changed to “con- 
sult your primary health care provider.” 

. Journalists should distinguish researchers with doctor- 
al degrees from medical doctors to add clarity to health 
care coverage. 

. To provide comprehensive coverage of health care, the 
media should include information by and about nurses. 

. It is essential to distinguish health care from medicine 
as subject matter in the media. 


Modified from Sigma Theta Tau International: The Woodhull Study on nursing and the media: health care’s invisible partner, \ndia- 


napolis, 1998, Sigma Theta Tau International-Center Nursing Press. 


The company’s efforts are also focused on increasing the 
number of individuals choosing nursing careers through 
recruitment and retention of nursing students. The website 
www.discovernursing.com is popular among nursing stu- 
dents and prospective students. The site has an easy menu 
of “who, “what, “why; and “how” with drop-down menus 
that give thorough information about nursing. This website 
has three portals: one for persons thinking about nursing as 
a career, one for nursing students, and one for nurses. Each 
portal contains information about nursing specific to the 
needs of the user. This landmark effort by a major Ameri- 
can corporation provides a stimulus to the nursing profes- 
sion to partner with other entities to continue the quest for 
an accurate image of professional nursing, thereby address- 
ing the nursing shortage. 


The Truth about Nursing 


The Truth about Nursing is a nonprofit organization 
with the mission to “increase public understanding 
of the central, front-line role nurses play in modern 
health care” (Truth about Nursing, 2018). Currently 
there are local chapters of The Truth about Nursing 


in many states and numerous nations around the 
world. Founded in 2001 by Sandy Summers, RN, and 
a group of seven graduate students at Johns Hopkins 
University School of Nursing, The Truth about Nurs- 
ing uses a variety of social media, including Face- 
book, Twitter, and LinkedIn, among others, to shape 
the public’s image of nursing. Some of their efforts 
have included convincing a number of major corpo- 
rations to change their advertising when they have 
portrayed nurses in a sexualized or otherwise trivi- 
alized manner. 

Ultimately all nurses hold the professional responsi- 
bility to reinforce positive images of nursing and, equally 
important, to speak out against negative ones. The nurs- 
ing profession has the major responsibility for improv- 
ing its own image. The major avenue for changing the 
image of nursing occurs one nurse-patient encounter 
at a time, where nurses demonstrate what nurses do 
and how to look and behave professionally. In addition, 
organizations such as the ANA can enhance nursing’s 
image by offering services as consultants to media and 
setting professional standards. 


One way in which nursing can take responsibility for 


its public image is for nurses to become sensitive to por- 
trayals of nurses and nursing in the media. Box 2.2 con- 
tains a checklist for monitoring media images of nurses 
and nursing on TV and in movies; however, you should 
keep this checklist in mind as you visit websites, read 
blogs, books, and other media, and notice commercials 
and advertisements. Then take action: 


Contact those responsible for negative nursing 
images on television and in movies. 

Contact the companies that sponsor television pro- 
grams with negative images of nurses. 
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* Contact the editors of publications that present nurs- 
ing in a negative manner. 

¢ Boycott programs, films, and products that promote 
negative images of nurses and nursing. 

¢ Importantly, contact those responsible for excellent 
portrayals of nurses and the profession of nursing, 
letting them know that you have noticed and appre- 
ciate their efforts. 


National Population Trends 


Over the course of American nursing history, nurses 
have responded as individuals and as a profession to 


BOX 2.2 Checklist for Monitoring Images of Nurses and Nursing in the Media 


Prominence in the Plot 
1. Are nurse characters seen in leading or supportive roles? 
2. Are nurse characters shown taking an active part in the 
scene, or are they shown primarily in the background 
(e.g., handing instruments, carrying trays, pushing 
wheelchairs) ? 
. To what extent are nurse characters shown in profes- 
sional roles, engaged in nursing practice? 
. Do nurse characters or other characters provide the ac- 
tual nursing care? 
. In scenes with other health care providers, who does 
most of the talking? 


Demographics 

1. Does the portrayal show that men, as well as women, 
may have careers in nursing? 

2. Are nurse characters shown to be of varying ages and 
ethnicities? 


Personality Traits 

1. Are nurse characters portrayed as: 
a. Intelligent? 
b. Trustworthy? 
c. Confident? 
d. Problem solvers? 
e. Assertive? 
f. Powerful? 
g. Nurturing? 
h. Compassionate? 
i. Kind? 

. lf other health care providers are included in the pro- 
gram, how does their portrayal compare with that of 
nurse characters? 

. When nurse characters exhibit personality traits listed 
earlier, are they shown as positive traits? 


Primary Values 

1. Do nurse characters demonstrate value in: 
a. Service to others? 
b. Scholarship, achievement? 

2. How do the values portrayed in nurse characters com- 
pare to those portrayed in other health professions? 

3. When nurse characters exhibit the primary values of schol- 
arship and achievement, do such portrayals show them to 
be an aberration in the expected values of nurses? 


Sexual Objectification of Nurses 

1. Are nurse characters portrayed in a sexualized manner? 

2. Are nurse characters referred to in sexually demeaning 
terms? 

3. Are nurse characters presented as appealing because 
of their physical attractiveness as opposed to their in- 
tellectual capacity, professional commitment, or skill? 


Role of the Nurse 

1. Ils the profession of nursing shown to be a fulfilling 
long-term career? 

2. ls the work of the nurse characters shown to be cre- 
ative and exciting? 


Career Orientation 

1. How important is the career of nursing to the nurse 
character portrayed? 

2. How does this compare with other professionals de- 
picted in the program? 


Professional Competence 

1.Do nurse characters exhibit autonomous professional 
judgment? 

2. Does the program send a message that a nurse’s role 
in health care is a Supportive rather than central one? 
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BOX 2.2 Checklist for Monitoring Images of Nurses and Nursing in the Media—cont’d 


3. Do nurse characters positively influence patient/family 
welfare? 

4. Are nurse characters shown harming or acting to the 
detriment of patients? 

5. How does the professional competence of nurse char- 
acters compare with the professional competence of 


other health care providers? 


Education 

1. In programs with nursing students, who actually teach- 
es the nursing students? 

2. Who appears to be in charge of nursing education? 


3. Is there evidence that the practice of nursing requires 
special knowledge and skills? 
4. What is actually taught to nursing students? 


Nursing Administration 

1. Are any roles filled by nurse administrators or manag- 
ers, or are all nurse characters shown as staff nurses or 
students? 

. ls there evidence of a responsible administrative hierar- 
chy in nursing, or are nurses shown answering to phy- 
sicians or hospital administrators? 

. Overall, is this a positive or negative portrayal of nurs- 
ing? Why or why not? 


Adapted from Kalisch P, Kalisch B: The changing image of the nurse, Menlo Park, CA, 1987, Addison-Wesley, Health Sciences 


Division. 


wars, poverty, epidemics, and various social move- 
ments. Contemporary nursing also seeks to respond as 
a profession to social changes that shape our nation and 
the world. Two in particular will be examined here: the 
aging population and increasing diversity. 


Aging of America 

People in the United States are living longer than they 
have in the past. The median age of the population in 
2015 was 37.8 years (meaning that half the population 
is older than this); by 2030 the projected median is 40.1 
years (U.S. Bureau of the Census, 2015). Between the 
2000 and 2010 decennial censuses, the population of 
persons 62 years of age and older increased 21.1%, with 
50 million persons (16.2%) of the population being 62 
or older (U.S. Bureau of the Census, 2011). Life expec- 
tancy in the United States is currently 78.7 years for 
people born today—76.2 for males and 81.0 for females 
(Centers for Disease Control and Prevention [CDC], 
2015). This means that the people who have lived to 
65 years of age are expected to live into their early to 
middle 80s. The number of people 75 years or older in 
2020—well within the working lives of most of today’s 
nursing students—is projected to reach 21.8 million. 
The very old (older than 85 years) represent the fast- 
est- growing segment of the total population (Fig. 2.12). 
In contrast, the number of 35- to 44-year-old Ameri- 
cans is expected to decline from 44.7 million in 2000 to 
39.6 million by 2020. This phenomenon is sometimes 
referred to as the “graying of America.” The CDC web- 
site (www.cdc.gov) lists a tremendous number of age 
and health statistics. 


Persons older than 75 years are more likely than 
younger persons to be poor, widowed, female, and liv- 
ing alone and are more likely to have chronic conditions 
such as arthritis, hypertension, and heart disease. As a 
consequence of these and other factors, this age group 
uses a disproportionately higher share of health services 
than other age groups. The leading causes of death in 
people 65 years of age and older are heart disease, cancer, 
and chronic lower respiratory disease (CDC, 2016). The 
oldest “baby boomers”—those Americans born between 
1946 and 1964—are well into their retirement years, and 
the younger baby boomers are in their 50s. This group 
of citizens will create an increase in the aging population 
between 2010 and 2030. As these postwar babies enter 
their 70s, their large numbers are expected to create 
an additional strain on the health care system. For the 
first time in U.S. history, the number of elderly people 
is increasing as the number of adults in early midlife is 
decreasing. This new disproportion that is projected to 
occur in the next 20 years will create stress on the eco- 
nomic and social systems of our nation. The graying of 
America will have a profound effect on the health care 
system and the nursing profession, stretching an already 
challenged capacity to provide adequate medical and 
nursing care. 

The nursing profession has responded to the aging 
population by increasing courses offered in gerontologic 
nursing to prepare nurses to care for older patients more 
effectively. Most nursing programs have integrated basic 
content on nursing care of the elderly into their curric- 
ula, and some baccalaureate programs have separate ger- 
ontology courses for their undergraduates. Gerontologic 
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Fig. 2.12 Population projections, ages 65 to 84 years and ages 85 years and older: 2000-2050. (From U.S. Depart- 
ment of Health and Human Services, Health Resources and Services Administration: Projected Supply, Demand, 
and Shortages of Registered Nurses: 2000-2020, Washington, DC, 2002, U.S. Government Printing Office.) 


nursing is a specialty in which a nurse can get certifica- 
tion as a generalist, specialist, and NP from the Ameri- 
can Nurses Credentialing Center (ANCC). Some schools 
and colleges of nursing offer master’s-level preparation 
for gerontologic clinical specialists and NPs. In spite of 
these responses, much remains to be done to prepare 
nurses for the dramatic increase in the number of aging 
patients they will encounter in the next few decades. 


Diversity 


Historically and currently, the United States is widely 
diverse racially, ethnically, and culturally. The circum- 
stances under which people of varying nationalities have 
come to the United States range considerably; however, 
the health care system has always been affected by the 
change in demographic characteristics of its population. 
In earlier U.S. history, immigrants were most often from 
European and Asian countries and often were located 
in cultural enclaves within major cities. For example, 
Washington, D.C.; Brooklyn, New York; and San Fran- 
cisco, California (among many others) are cities with 
large enclaves of Chinese immigrants in districts known 
as Chinatown. As described earlier in this chapter, the 
residents of the tenements of the New York City Lower 
East Side were often immigrants. Lillian Wald and other 
nurses responded to their needs by starting what was to 
become the first visiting nurse association in the United 
States and had a significant positive effect on the health 
of residents of the Lower East Side. 


Africans were brought to the United States not as 
immigrants but as slaves. This deeply troubling, shame- 
ful, and tragic history continues to affect the lives of 
African Americans today. Deep distrust of a health care 
system that exploited African Americans continues. 
The U.S. Public Health Service Syphilis Study at Tuske- 
gee and the unrestricted use—without permission—of 
the cell lines of Henrietta Lacks, an African American 
woman who suffered and died at age 31 of an aggres- 
sive adenocarcinoma of the cervix, are examples of 
exploitation that continue to foment distrust. In a large 
study of trust in health care institutions across African 
American, Hispanic, and White populations, Jacobs and 
colleagues (2011) found that African Americans and 
Hispanics differed from Whites in that they expected 
discrimination in the health care system; in particular, 
African Americans expected to be experimented on, 
which fostered distrust. 

The first decade of the 21st century in the United 
States was characterized by significant immigration 
of Latinos from Mexico and other Central and South 
American countries. People from other nations often 
have different values, health beliefs, and practices and 
find that assimilation into the dominant culture is diffi- 
cult. Instead of blending into American life, individuals 
from other countries are increasingly appreciated for the 
uniqueness and flavor they bring to life in the United 
States. Many prefer to preserve their own cultural heri- 
tage rather than becoming “Americanized” 
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The exact number of persons in the various racial/ 
ethnic groups is difficult to pinpoint. Identifying by race 
does not necessarily capture all the different cultures 
that may have migrated from a country. The concept 
of race as used by the U.S. Census Bureau depends on 
“self-identification by respondents; that is, the individ- 
ual’s perception of his/her racial identity” (U.S. Bureau 
of the Census, 2002, p. 5). The U.S. Census Bureau is 
required to adhere to the Office of Management and 
Budget’s (OMB’s) 1997 regulations in classifying race 
(U.S. Bureau of the Census, 2013). Categories allow- 
able by the OMB are White, Black or African American, 
American Indian or Alaska Native, Asian, and Native 
Hawaiian or Other Pacific Islander. People who iden- 
tify themselves as Hispanic, Latino, or Spanish may be 
of any race, according to the U.S. Census Bureau (U.S. 
Bureau of the Census, 2013). People may report being 
of more than one race. Information on race and eth- 
nicity is critical in policy decision making, including 
congressional redistricting, civil rights legislation, and 
promotion of equal employment opportunities. Partic- 
ularly important to health care is the ability to assess 
health disparities and environmental risk (CDC, 2013). 
The next census will occur in 2020 and will likely show 
significant shifts in race and ethnicity statistics in the 
United States. 

Projections indicate that the White population will 
become a minority by the middle of the 21st century. 
This represents a radical change in the historical demo- 
graphics and attitudes of the nation, with significant 
implications. Nursing must also change to meet the 
requirements of persons of varying ethnicities and cul- 
tural responses to health and illness. Certain illnesses 
and health conditions occur disparately across race, eth- 
nicity, and sex. The changing demographics of America 
represent a significant challenge to nursing. 


Diversity in the Profession 

To meet the challenge of an increasingly diverse pop- 
ulation entering the health care system, nurses need 
to be educated to be aware and respectful of cultural 
differences between themselves and their patients and 
among their patients. The language of cultural educa- 
tion has varied over time, from “cultural competence” 
to “cultural sensitivity” to a more recent phrase, “cul- 
tural humility.” This is the view that one understands 
that he or she cannot be competent in another’s cul- 
ture, but one can take a posture of willingness to learn 


and gain experience about other cultures from those 
who inhabit the culture. Nurses from minority groups 
are an even smaller minority in nursing, not yet hav- 
ing met the same proportions in the profession as they 
hold in the population at large. (This is presented in 
detail in Chapter 1.) Managers, educators, and other 
nursing leaders will require training so that they can 
be culturally competent leaders for nurses and stu- 
dents who may have backgrounds different from their 
own. Attention to the development of nurses who are 
attuned to culture and cultural differences has become 
an integral part of progressive nursing education 
programs. Issues of culture are discussed in detail in 
Chapter 13. 


Technological Developments 

The word technology seems to be everywhere today and 
has a place in many domains in health care. For pur- 
poses of this basic introduction, four types of technolog- 
ical developments will be discussed: genetic, biomedical, 
information, and knowledge. 

Genetics, genomics, and epigenetics are three 
important words that have shaped and will continue 
to shape health care for the foreseeable future. Genet- 
ics is the science of heredity, and genomics is the 
study of genomes—DNA sequences. Epigenetics is 
an important field of study: the examination of the 
causes of changes in phenotypes or gene expressions 
not explained by the underlying DNA sequence. The 
Human Genome Project was a study funded by the 
National Institutes of Health in which the 20,000 to 
25,000 genes on the human genome were mapped 
out. This took 13 years. The data from the Human 
Genome Project will continue to have a significant 
effect on our understanding of health and illness, as 
well as on predicting who is likely to develop certain 
conditions, and when. 

Pharmacogenetics will have a significant effect 
on nursing practice eventually, in which the mecha- 
nisms and actions of medications can be determined 
by their genetic structures. This will mean that med- 
ications can be prescribed that will be more effective 
than those that are given generically. For example, 
advances are being made in chemotherapy for certain 
cancers, such as leukemias and lymphomas, in which 
methylation that occurs at the gene level causes the 
expression of the genes to be aberrant—that is, to go 
wrong—leading to the development of malignant cell 


growth. Certain drugs used to treat these cancers are 
“hypomethylating” agents that reverse the increased, 
or “hyper,” methylation that is occurring in the cells’ 
genetic material. 

Biomedical technology involves complex machines 
or implantable devices used in patient care settings for 
a variety of reasons—for example, pacemakers, inter- 
nal automated defibrillators, insulin pumps, artificial 
organs, and various invasive monitoring systems such 
as those used to measure intracranial pressure. This 
form of technology affects nursing practice because 
nurses assume responsibility for monitoring the data 
generated from these machines and for assessing the 
safety and effectiveness of implantable equipment in 
relation to patient well-being. In many instances, the 
nurse is called on to react to the data and revise the 
plan of care. An important consideration in nursing 
when working in a high-tech environment: do not for- 
get that there is a “human in there” under all of the 
lines and monitors. The human touch and a word of 
reassurance are comforting to your patient, and no 
technology can replace you. Family members usu- 
ally need help distinguishing monitoring equipment 
from those technologies that are used to support the 
patient’s basic functions, such as a ventilator. Showing 
them what you are reading and seeing can be reassur- 
ing to them at a time when families are in a great deal 
of distress. 

IT refers to a variety of computer-based applications 
used to communicate, store, manage, retrieve, and pro- 
cess information. Nurses assumed much of the responsi- 
bility for entry and retrieval of data with the development 
of this technology. Computers are common on nursing 
units and at the bedside, and with the Centers for Medi- 
care and Medicaid Services’ “meaningful use” initiative, 
most hospitals are moving to electronic health records, 
as described in Chapter 1. One goal in health care 
reform includes going “paperless”—that is, that all med- 
ical orders, patient records, and other documents will be 
digitally stored and available for convenient transmittal 
across various record systems and health care facilities. 
Any other care provider can access data at any time, as 
opposed to the single hard copy chart that only one per- 
son can view or use at a time. 

In some health care organizations, nursing informa- 
tion systems are handheld, allowing nurses to enter and 
access data about the patient directly from the patient’s 
side, whether in an inpatient, outpatient, or home setting. 
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Fig. 2.13 Advanced technology is used to enhance clinical 
decision making in novices. Here students use a human simu- 
lator in a laboratory setting to refine their skills. (Photo courtesy 
the UNC at Chapel Hill School of Nursing.) 


This type of technology allows for more timely docu- 
mentation of care, and because documentation is done 
at the time of care, the information is likely to be more 
accurate. This convenience can come at the expense of 
patient privacy, and the privacy and confidentiality of 
patient information are both ethical and legal issues. 
The Health Insurance Portability and Accountability 
Act (HIPAA) of 1996 is legislation designed to protect 
patients’ health care information from misuse. A more 
complete discussion of HIPAA’ provisions is found in 
Chapter 6. 

Knowledge technology is described as “technology 
of the mind.” It involves the use of computer systems 
to transform information into knowledge and to gen- 
erate new knowledge. Through the creation of “expert 
systems,” this form of technology assists nurses with 
clinical judgments about patient management prob- 
lems. An example of knowledge technology includes 
medication administration systems that prompt the 
nurse for data before giving a particular medication. 
Nurse clinicians and nurse leaders should play a role 
in developing these mechanisms to maximize their 
effectiveness in improving nursing care and patient 
outcomes. 

In addition, sophisticated human simulation man- 
nequins are gaining popularity in schools of nursing 
(Fig. 2.13). They make it possible to simulate a clini- 
cal event such as cardiac arrest, pneumothorax, or 
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childbirth, allowing the student to practice clinical 
assessment and intervention skills. One of the ben- 
efits of computerized expert systems is that they can 
provide practice in decision making for novice nurses 
and nurses who may be working outside their area of 
expertise without increased risk to a patient. Simula- 
tion training is common in other professions such as 
aviation where the stakes are very high in the event of 
a mistake. Learning to manage crises in simulated sit- 
uations allows a person to become confident in his or 
her skills and accustomed to working under pressure 
without the risk of harm. 

As technology becomes more pervasive, nurses 
must be very intentional in providing compassionate, 
personalized care for patients. Technological advances 
such as telehealth (described in Chapter 1) now allow 
nurses to monitor their patients’ conditions remotely. 
Without even seeing the patient in person, nurses can 
gather large amounts of data and make nursing deci- 
sions based on that information. As nurses rely more on 
technology, they may actually spend less time with the 
patient, with the possibility of creating dissatisfaction 
for patients and families. Although being able to mon- 
itor one’s patient on a telemetry unit from the nurses’ 
station is convenient and practical, monitoring of a 
contraction pattern and fetal heart rate from the nurses’ 
station in a labor and birth suite diminishes the nurse’s 
role to one of labor and fetal surveillance rather than 
labor support. The use of technology must be applied 
carefully and never take the place of human-to-human 
contact and interaction. Successfully combining tech- 
nology and caring requires sensitivity to patients’ physi- 
cal, emotional, and spiritual needs. This has always been 
a part of nursing’s skill set. 


Nursing Shortages 


Periodic imbalances are not uncommon between the 
numbers of nurses working and the number of available 
nursing positions. Over many decades, there have been 
rare, brief periods of oversupply of nurses and more fre- 
quent and longer-lasting nursing shortages. By far the 
more common concern is an inadequate supply of RNs 
to meet the health care needs of the nation. 

The term nursing shortage can be misleading 
because actual shortages are usually confined to insti- 
tutional settings such as hospitals and nursing homes. 
Causes of shortages may be seen as either external or 
internal. Internal causes include salary issues, long 


hours, increased responsibility for unlicensed work- 
ers, and significant responsibility with little author- 
ity. External causes include changes in demand for 
nursing services, the increasing age of the American 
population, greater acuity (degree of illness) of hos- 
pitalized individuals, public perceptions of nursing 
as a profession, and ever-widening career options for 
women. 

A key aspect of recent nursing shortages is the short- 
age of nursing faculty. Qualified applicants are often 
denied admission to U.S. schools of nursing because 
of insufficient numbers of faculty, clinical sites, and 
classroom space. Faculty shortages are attributed to 
several factors. First, doctorally prepared and master’s 
degree-prepared faculty are now, on average, more 
than 50 years of age, foreshadowing a large number of 
retirements in the next decade. Second, nurses with 
advanced degrees who are otherwise eligible for fac- 
ulty appointments are being hired into more lucrative 
private sector or clinical positions. Third, not enough 
doctorate- and master’s-level graduates are being pro- 
duced to meet the demands of nursing education. The 
American Association of Colleges of Nursing (AACN) 
continues to search for remedies for this situation 
(AACN, 2012). 

In the past, each time a shortage of RNs became 
serious, two solutions were attempted: (1) increase the 
supply of nurses, and (2) create a less trained worker 
to supplement the number of nurses. Practical nurs- 
ing programs, which produce graduates in only 1 year, 
were created to meet civilian and military needs of 
the United States during World War II. The nursing 
shortage of the 1950s stimulated a desire to shorten 
basic RN programs, and 2-year associate degree pro- 
grams were the result. In the 1960s, shortages led to 
the creation of the position of unit manager; this man- 
ager was expected to take over certain tasks to relieve 
nurses, who could then concentrate on providing 
patient care. The 1970s produced other new positions, 
such as emergency medical technicians, physician 
assistants, respiratory therapists, and others who took 
on various aspects of patient care formerly performed 
by nurses. The shortage of nurses in the late 1980s 
resulted in a proposal by the American Medical Asso- 
ciation to create yet another “nurse extender” called 
the registered care technician. However, this initiative 
was short lived as nurses responded quickly and nega- 
tively, with nurse leaders stating that nurses could not 


be responsible for direct caregivers that nurses had 
not trained. 

Another method of increasing the supply of nurses is 
to import them from other English-speaking countries. 
Nurses from the United Kingdom, Australia, New Zea- 
land, certain Caribbean islands, South Africa, and the 
Philippines are targeted for recruitment. Companies have 
been established to prepare them to take the National 
Council Licensure Examination for Registered Nurses 
(NCLEX-RN®) successfully to practice in this country. 
The ethics of this solution are addressed in Chapter 7. 

Shortages are often limited to certain geographic areas 
or specialties. In those cases, redistributing RNs who are 
already licensed can be seen as a solution. Many agencies 
specialize in providing nurses for short-term assignments, 
often called traveling nurses. Travel nursing can provide 
individual nurses with opportunities to live in and expe- 
rience different parts of the country and world, but there 
is little incentive for traveling nurses to work toward long- 
term goals on the units where they are, for all practical 
purposes, filling in until a permanent nurse can be hired. 

Explaining why there is a shortage is complex. Like 
many issues in nursing, there is no simple explanation. 
What is known is that the shortage exists and is more 
crucial in traditional settings such as hospitals and long- 
term care facilities. One reason for the shortage is an 
increased demand for nurses because of the growth in 
total population, especially an aging population that has 
extensive health care needs. The shortage is also com- 
pounded by the fact that the nursing workforce is aging, 
and the number of new entrants to the profession may 
not keep pace with the numbers who are exiting. Recent 
data suggests, however, that RNs have been delaying 
retirement, which resulted in a 5% (136,000) increase in 
the nursing workforce in 2012 (Auerbach et al., 2014). 
Auerbach and colleagues (2014) speculated that changes 
in health care delivery will increase demand for RNs as 
care coordinators or managers and in ambulatory care, 
which may be attractive to older RNs who want to move 
out of hospital settings but continue to work. 


Initiatives to Provide a Stable Workforce of 


Registered Nurses 
Recognizing that dramatic swings in the supply of 
and demand for RNs harm the profession, jeopardize 
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patient care, and are costly to nurses and their employ- 
ers, organizations inside and outside of nursing have 
called for mechanisms to ensure more even distribu- 
tion of the workforce. Here are four major initiatives 
that made or are making an impact on the nursing 
workforce: 

¢ The American Recovery and Reinvestment Act of 
2009, the goal of which was to stimulate the U.S. econ- 
omy, had a provision for $500 million to strengthen 
the U.S. health care workforce. This included the 
training and education of the next generation of 
nurses and physicians. 

¢ The Robert Wood Johnson Foundation (RWJB), a 
private foundation that funds innovative health care 
initiatives, committed tens of millions of dollars to 
pursuing programs that help nursing schools, hos- 
pitals, and other health care agencies create regional 
workforce development systems. This initiative was 
named Colleagues in Caring. 

¢ Johnson & Johnson’s Campaign for Nursing’s Future 
was mentioned earlier. Johnson & Johnson is work- 
ing in partnership with the National Student Nurses 
Association (NSNA), the NLN, the ANA, the Asso- 
ciation of Nurse Executives (AONE), and the STTI 
Honor Society of Nursing. 

* The ANCC Magnet Recognition Program is a 
model for employers to earn the designation 
“employer of choice” by implementing a model pro- 
gram designed to attract and retain nurses in acute 
hospital settings. 

Numerous other initiatives by nursing associations, 
colleges of nursing, and states are also under way. 

Nursing faces numerous challenges related to 
the social context in which it finds itself today. Yet 
in the history of nursing, nurses have risen to the 
challenges they face, improving the terrible condi- 
tions in war, developing public health initiatives, 
and becoming proactive in shaping their public 
image. The challenges to the upcoming generation 
of nurses may be completely unforeseen, such as the 

HIV epidemic that challenged nurses in the 1980s. 

Nurses have confronted the challenges of yesterday 

and today with ingenuity and intelligence and have 

set the stage for the next generation to continue this 
legacy. 
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Concept: In 1860 Florence Nightingale founded a 
school for nurses at St. Thomas’ Hospital, London, 
which became the model for nursing education in the 
United States. Formal nursing education programs 
were established in the United States in 1873. 
Challenge: Nursing must continue to evolve in 
response to its social context. This means that 
nursing education must continue to evolve. 

Concept: The period between the 1893 World’s Fair 

and 1908 marked a time of organizing for nurses, 

including the formation of forerunners of the NLN 
and the ANA. 

Challenge: The evolution of the profession depends 
on visionary nurses to take leadership roles now 
and in the future. 

Concept: The initiation of state licensure in 1903 meant 

that nursing education programs would be standard- 

ized. Until then, nursing education varied widely. 

Challenge: With the rapid evolution of nursing prac- 
tice opportunities, consistent, thorough education 
is particularly important. 

Concept: The establishment of the Henry Street Set- 

tlement and the rise of community health nursing 

played a major role in the widespread public accep- 
tance of nurses. 

Challenge: Remembering that nursing has led signif- 
icant social changes in the past, we can draw inspi- 
ration and guidance from the work of nurses such 
as Lillian Wald, who faced tremendous challenges 


to care for immigrants and others in poverty, poor 
living conditions, and poor health. 


e Concept: Nursing has responded to wars, epidemics, 


and economic disasters that created a high demand 

for nursing care. Hospital expansion, technological 

advances, and social changes have created new and 
progressively autonomous roles for nurses, especially 
advanced practice nurses. 

Challenge: The profession of nursing must remain 
vigilant for new, promising spheres of practice. 
Concept: The nursing shortage is projected to 

increase in the next few years. 

Challenge: Identifying and responding to the 
cause of shortages, such as the shortage of nurs- 
ing faculty, will require the attention of nurse 
leaders. 

Concept: New data suggest that men in nursing earn 

more than $5000 more per year than do women, 

regardless of setting, specialty, or position. 

Challenge: Nurse leaders and employers must act to 
correct the injustice of pay inequity. 

Concept: Nurses have been stereotyped in the media, 

which has resulted in misperceptions and lack of 

clarity by the public about what nurses do and their 
importance in health care. 

Challenge: Individual nurses must act when nursing 
is presented in an unfavorable light in the media. 
Responsibility for the image of the profession 
belongs to all nurses. 


. Florence Nightingale is often credited with being the 
first nurse researcher. What were her contributions to 
the science of nursing? 

. Consider the significance of the events that occurred 
during the Chicago World’s Fair, 1893, to the advance- 
ment of the nursing profession. What would nurse 
leaders address today if they were to hold a leadership 
summit across all domains of the profession? 

. Think about the role the military had in opening the 
profession of nursing for African Americans and 
other minorities, including men. Why did nursing 
require military conflicts to expand entry into the 
profession to minorities? 

. How has being a profession in which most practitioners 
are women influenced the development of nursing? 


5. What do you think accounts for the documented pay 


inequity between women and men in nursing? What 
challenges do you think nursing leaders and employ- 
ers should take to correct pay inequity? 


. Describe your idea of the “perfect” nurse. What ste- 


reotypes does your description reveal? Does your 
image of the perfect nurse include a particular gen- 
der, race, ethnic group, or generation? 


. Think about social factors that have the potential 


to stimulate or stifle interest in nursing as a profes- 
sion. What effects—positive and negative—could 
these factors have on nursing? What recommen- 
dations do you have for the profession to address 
these factors? 
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Nursing’s Pathway to 
Professionalism 


Beth Perry Black, PhD, RN, FAAN 


©To enhance your understanding of this chapter, try the Student 
Exercises on the Evolve site at http://evolve.elsevier.com/Black/professional. 


LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

¢ Identify the characteristics of a profession. 

¢ Distinguish between the characteristics of 
professions and occupations. 

¢ Describe how professions evolve. 

¢ Identify barriers to nursing’s development as a 
profession. 


The word professional shows up in everyday conversa- 
tion and in the media. A professional athlete is one who 
is paid and is no longer considered an amateur. A pro- 
fessional stunt actor is one whose dangerous activities 
should not be “tried at home”’—according to warning 
messages at the bottom of your monitor or TV screen. 
Job seekers are encouraged to “look professional” when 
applying for a position. Services such as dry cleaning, 
lawn care, and plumbing are often referred to as “pro- 
fessional” when they are rendered by someone with spe- 
cific expertise or tools of their trade. 

Historically, physic (medicine), law, and divinity 
(clergy) were considered “learned professions.” Over 
time, however, the meaning of profession has expanded 
to include other domains of work and career, including 
nursing. You will learn in this chapter various char- 
acteristics of a profession and how nursing fits those 
characteristics. Furthermore, you will learn what pro- 
fessionalism means generally and what professionalism 
in nursing means specifically. 


e Explain the elements of nursing’s contract with 
society. 

e Recognize characteristic behaviors that exemplify 
professional nurses. 

e Assess themselves in the development of 
professional conduct. 


CHARACTERISTICS OF A PROFESSION 


For nearly a century, scholars have grappled with the 
meaning of profession. They have generally agreed 
that a profession is an occupational group with a set 
of attitudes or behaviors, or both. In the early 1900s 
the Carnegie Foundation issued a series of papers 
about professional schools. In 1910 Abraham Flexner, 
a sociologist, published what became groundbreaking 
work for reform in medical education, calling on medi- 
cal schools to implement high standards for admission 
and graduation and to follow long-accepted tenets of 
science in teaching and research (Flexner, 1910). Five 
years after his initial report, Flexner published a list of 
criteria that he believed were characteristic of all true 
professions (Flexner, 1915). These criteria stipulate 
that a profession: 
1. Is basically intellectual (as opposed to physical) and is 
accompanied by a high degree of individual respon- 
sibility 
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Fig. 3.1 According to experts, professionals are motivated by altruism, a desire to help others. (Photo used 


with permission from iStockphoto.) 


2. Is based on a body of knowledge that can be learned 
and is developed and refined through research 

3. Is both practical and theoretical 

4. Can be taught through a process of highly specialized 
professional education 

5. Has a strong internal organization of members and a 
well-developed group consciousness 

6. Has practitioners who are motivated by altruism (the 
desire to help others) and who are responsive to pub- 

lic interests (Fig. 3.1) 

Since the 1910 report was published, Flexner’s criteria 
have been widely used as the benchmark for determin- 
ing the professional status of various occupations and 
have had a profound influence on professional educa- 
tion in several disciplines, including nursing. In 1968 R. 
H. Hall, a sociologist, published his work on profession- 
alism. Similar to Flexner’s criteria, Hall (1968) described 
a professional model with five attributes of professions: 
1. Use of a professional organization as a primary point 

of reference 
2. Belief in the value of public service 
Belief in self-regulation 
4. Commitment to a profession that goes beyond eco- 

nomic incentives 
5. A sense of autonomy in practice 

Recognizing the uniqueness of disciplines, Hall 
recommended each profession develop its own meth- 
ods of measuring professionalism. In recent years, 
individuals and groups have continued to identify 
what professionals believe, think, and do. In the 


~ 


1990s a pharmacy profession task force spent 5 years 
studying and promoting pharmacy student profes- 
sionalism (Task Force on Professionalism, 2000). This 
task force, in examining the history of professional 
development in a broad sense, reviewed the work of 
numerous scholars. From this review they found that 
members of a profession share the following 10 char- 
acteristics: 
1. Prolonged specialized training in a body of abstract 
knowledge 
2. A service orientation 
3. An ideology based on the original faith professed by 
members 
4. An ethic that is binding on the practitioners 
5. A body of knowledge unique to the members 
6. A set of skills that forms the technique of the profes- 
sion 
7. A guild of those entitled to practice the profession 
8. Authority granted by society in the form of licen- 
sure or certification 
9. A recognized setting in which the profession is 
practiced 
10. A theory of societal benefits derived from the 
ideology 
Although scholars have not always agreed on the 
number of criteria and the types of behaviors and char- 
acteristics of professions, three criteria consistently 
appear: service/altruism, specialized knowledge, and 
autonomy/ethics (Carr-Saunders and Wilson, 1933; 
Flexner, 1915; Hall, 1968, 1982; Huber, 2000). 
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FROM OCCUPATION TO PROFESSION 


The distinction between an occupation and a profession 
is not always clear. The term occupation is often used 
interchangeably with the term profession, but their defi- 
nitions differ. Collins English Dictionary (2018) defines 
occupation as “that which chiefly engage one’s time; 
[one’s] trade, profession, or business.” In this discussion, 
Huber’s (2000) definition of profession is used to make 
the distinction between an occupation and a profes- 
sion: “a calling, vocation, or form of employment that 
provides a needed service to society and possesses char- 
acteristics of expertise, autonomy, long academic prepa- 
ration, commitment, and responsibility” (p. 34). 

Professions usually evolved from occupations that 
originally consisted of tasks but developed more spe- 
cialized educational pathways and publicly legitimized 
status. The earliest recognized “learned” professions (law, 
medicine, and divinity) generally followed a sequential 
development. First, practitioners of these professions per- 
formed full-time work in the discipline. They then deter- 
mined work standards, identified a body of knowledge, 
and established educational programs in institutions of 
higher learning. Next, they promoted organization into 
effective occupational associations and then worked to 
establish legal protection that limited practice of their 
unique skills by outsiders. Finally, they established codes 
of ethics (Carr-Saunders and Wilson, 1933). This is the 
process known as professionalization. 

The evolution from occupation to profession was 
further analyzed by Houle (1980), who identified a 
number of characteristics that indicate that an occu- 
pational group is moving along the continuum toward 
professional status. Defining the group’s mission and 
foundations of practice is the first step, followed by the 
mastery of theoretical knowledge, development of the 
capacity to solve problems, use of practical knowledge, 
and self-enhancement (continued learning and devel- 
opment). Finally, Houle described the necessity of the 
development of a collective identity as an occupation 
evolves into a profession. Signs of a developing collec- 
tive identity, and hence a profession, include formal 
training, credentialing, creation of a subculture, legal 
right to practice, public acceptance, ethical practice, 
discipline of incompetent/unethical practitioners, rela- 
tionship to other practitioners, and formalization of the 
relationship of practitioners of the profession to users of 
the practitioners’ services. 


In an analysis of the concept of professionalism in 
nursing, Ghadirian and colleagues (2014) determined 
three attributes of professionalism. First, through nurs- 
ing education, nurses develop a cognitive framework to 
understand the profession of nursing, including how 
and why to conduct oneself in a professional manner, 
with the goal of learning to prioritize and make decisions 
correctly in practice. This means that nursing education 
should be consistent across formal settings for training. 
Second, nurses acquire professional values (beliefs and 
ideals) that are consistent across individuals and groups 
and continue to develop these values through experi- 
ences that shape one’s professional identity. Third, stan- 
dards of practice and psychomotor competencies are 
requirements of professionalism in nursing. Common 
descriptors of professional behavior were safety and 
competency. 


Professional Preparation 


A profession is different from an occupation in at least 
two major ways—preparation and commitment (Table 
3.1). Professional preparation, typically taking place in a 
college or university, requires instruction in the special- 
ized body of knowledge and techniques of the profes- 
sion. In addition to knowledge and skills, professional 
preparation includes orientation to the beliefs, values, 
and attitudes expected of the members of the profession, 
as well as the standards of practice and ethical consider- 
ations. These components of professional education are 
part of the process of socialization into a profession and 
are discussed in more detail in Chapter 5. This intense 
preparation enables professional practitioners to act ina 
logical, rational manner using scientific knowledge and 
prescribed ways of thinking through problems rather 
than relying on simple problem solving, custom, intu- 
ition, or trial and error. The nursing process, described 
in detail in Chapter 11, is an example of how the profes- 
sion of nursing uses scientific knowledge and prescribed 
ways of thinking through patient problems amenable to 
nursing care. 


Professional Commitment 


Professionals are usually highly committed to their work, 
deriving much of their personal identification from it, 
and consider it an integral part of their lives; some peo- 
ple even refer to their profession as their “calling” (see 
Fig. 3.2). Historically, professionals’ commitment to 
their profession has transcended their expectation of 
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material reward. The strong identity that professionals 
develop means that it is less common for them to change 
careers compared with persons involved in occupations, 
= beipaien NO which may not involve such a strong commitment and 
Training may occur on Education takes place in identity. 
the job. a college or university. 
Length of training Education is prolonged. Interprofessionality 
varles. 
Work is largely Work involves mental 
manual. creativity. 


TABLE 3.1 Comparing Occupations and 
Professions 


Occupation Profession 


Educators across health care professions have recog- 
nized the importance of the development of core com- 
eC een neringns Dacian malingia seed petencies for bea a future accents eae in 
guided largely by largely on science or aeepOnSe to initiatives calling for more acrianious et 
experience or by theoretical constructs disciplines and team-based care. Interprofessionality is a 
trial and error. (evidence-based “process by which professionals reflect on and develop 
practice). ways of practicing that provides an integrated and cohe- 
Values, beliefs, and Values, beliefs, and ethics sive answer to the needs of the client/family/population 
ethics are not are an integral part of ... [involving] continuous interaction and knowledge 
prominent features preparation. sharing between professionals” (D'Amour and Oan- 
of preparation. dasan, 2005, p. 9). The World Health Organization 
Comins enna nie) Osteen (WHO) noted that in the current global climate, “it is no 
and personal identification are strong. ‘ 
eter oNe longer enough for health workers to be professional .... 
ys [They] also need to be interprofessional” (World Health 
Workers are Workers are autonomous. ee . 
supervised. Organization, 2010, p. 36). The Interprofessional Educa- 
People often change People are unlikely to tion Collaborative Expert Panel Report (2011) identified 
jobs. change professions. four domains of interprofessional collaborative practice 
Material reward is main Commitment transcends competency: 
motivation. material reward. 1. Values/ethics for interprofessional practice 
Accountability rests Accountability rests with 2. Roles/responsibilities 
primarily with individual. 3. Interprofessional communication 
employer. 4. Teams and teamwork 


Fig. 3.2 Nurses often put their skills to use as volunteers, as part of their strong commitment to their profes- 
sion and to helping others. (Photo used with permission from iStockphoto.) 
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The Institute of Medicine (now the National Acad- 
emy of Medicine, 2015), in a robust effort to ensure 
optimal patient outcomes, challenged American health 
care educators and providers to expand the traditional 
view of separate professional foci and to consider alter- 
nate ways of shaping education and models of care. 
Interprofessional education (IPE) across disciplines 
such as nursing, medicine, social work, pharmacy, and 
others has gained significant momentum. Although 
IPE is receiving increasing emphasis in health educa- 
tional settings, there is a current gap in practice that 
will depend on the development of a workforce for 
which IPE has provided with skills and knowledge to 
address the health needs of individuals and communi- 
ties (Derouin et al., 2018). 


NURSING’S PATHWAY TO 
PROFESSIONALISM 


The question of whether nursing is a profession was 
debated for decades. In the mid-20th century, Roy Bix- 
ler and Genevieve Bixler examined nursing’s status as 
a profession. Bixler and Bixler, neither of whom were 
nurses but both of whom were advocates and supporters 
of nursing, used seven criteria that are similar to those 
listed earlier in this chapter. In 1959 they reappraised 
nursing, noting progress in nursing’s professional devel- 
opment (Bixler and Bixler, 1959). More recently, nurse 
leaders, rather than those outside of nursing, have 
explored the professionalization of nursing. 


Kelly's Criteria 
Lucie Kelly, RN, PhD, FAAN, is an outstanding nurse 
writer, teacher, and influential leader. Now retired from 
Columbia University, Kelly was editor of the journal 
Nursing Outlook and president of Sigma Theta Tau Inter- 
national Honor Society of Nursing, among many career 
highlights. Dr. Kelly has spent much of her nursing 
career exploring the dimensions of professional nursing. 
Although she compiled the following set of eight char- 
acteristics of a profession many years ago, contemporary 
nursing still embodies these characteristics (Kelly, 1981, 
p. 157): 
1. The services provided are vital to humanity and the 
welfare of society. 
2. There is a special body of knowledge that is continu- 
ally enlarged through research. 


3. The services involve intellectual activities; individual 
responsibility (accountability) is a strong feature. 

4. Practitioners are educated in institutions of higher 
learning. 

5. Practitioners are relatively independent and control 
their own policies and activities (autonomy). 

6. Practitioners are motivated by service (altruism) and 
consider their work an important component of their 
lives. 

7. There is a code of ethics to guide the decisions and 
conduct of practitioners. 

8. There is an organization (association) that encour- 
ages and supports high standards of practice. 


The Services Provided Are Vital to Humanity and the 
Welfare of Society 


If you ask nursing students why they want to become 
nurses, the most likely answer would be “to help people” 
You yourself may have included a statement like this in 
your application to nursing school. Nursing provides 
services that are essential to the well-being of people 
and to society as a whole. The word services, however, 
minimizes the essence of nursing; caring is the core 
of professional nursing, shaping the way that nurses 
interact with and intervene on behalf of their patients. 
Nursing interventions in the most general sense are the 
“services” nurses provide. Nursing is essential in today’s 
world, providing vital care to humanity and the welfare 
of society. 


There Is a Special Body of Knowledge That Is 
Continually Enlarged Through Research 


Nursing has an increasingly well-developed body of 
knowledge. Nursing has its own doctor of philoso- 
phy (PhD), a research degree earned by nurses at the 
highest levels of education. Through research, the 
specialized body of knowledge for nursing is devel- 
oped. In the past, nurse researchers often had PhDs 
from other academic disciplines, and nursing science 
was based on principles borrowed from the physical 
and social sciences. As opposed to practice based in 
problem-solving earlier in our history, the basis for 
current nursing practice is theory and research. One 
of the key principles of evidence-based practice 
is the use of research evidence. You will learn more 
about theory, research, and evidence-based practice 
in later chapters. 


The Services Involve Intellectual Activities; 
Individual Responsibility (Accountability) Is a 
Strong Feature 


Nursing is a cognitive (mental) activity that requires 
both critical and creative thinking and serves as the 
basis for providing nursing care. Nursing developed and 
refined its own unique approach to practice, called the 
nursing process. (You will learn more about the nursing 
process in Chapter 11.) 

Individual accountability in nursing has become a 
hallmark of practice. Accountability, according to the 
American Nurses Association's (ANA’s) Code of Ethics 
for Nurses, is being answerable to someone for some- 
thing one has done. Provision 4.4 of the Code states, 
“Nurses are accountable and responsible for the assign- 
ment or delegation of nursing activities” (ANA, 2015, 
p. 17). Furthermore, accountability is firmly rooted in 
the ethical principles of “fidelity (faithfulness), loyalty, 
veracity, beneficence, and respect for the dignity, worth, 
and self-determination of patients” (p. 15). 


Practitioners Are Educated in Institutions 
of Higher Learning 


The first university-based nursing program began in 
1909 at the University of Minnesota. Three decades 
later, Esther Lucille Brown (1948) wrote Nursing for the 
Future, calling for nursing education to be based in uni- 
versities and colleges. In 1965 the ANA published a sig- 
nificant position paper, taking the official position that 
all nursing education should take place in institutions of 
higher education (ANA, 1965). 

The debate about entry level into practice continues. 
Despite the ANA’ long-held position, associate degree 
nursing (ADN) programs remain the major source of 
entry-level registered nurses (RNs) entering the work- 
force today; however, the number of bachelor of science 
in nursing (BSN) programs in colleges and universities 
has increased in the past 30 years, and increasing num- 
bers of RNs with ADN degrees are returning to colleges 
and universities to earn their BSN degree. In addition, 
the number of nurses prepared at the master’s and doc- 
toral levels continues to increase, although that number is 
small compared with other health professions. 


Practitioners Are Relatively Independent and 
Control Their Own Policies and Activities 
(Autonomy) 


Licensure by state boards of nursing means that nurses 
are autonomous practitioners who are responsible for 
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their own practice. Autonomy means that one has con- 
trol over one’s practice. Although nursing actions are 
independent, most RNs are employed in settings in 
which nurses carry out prescriptions for care or medi- 
cal regimens by physicians, nurse practitioners, or phy- 
sician assistants. Recently, nurses who understand that 
language matters have criticized the use of the phrase 
“doctor's orders”: the word orders connotes obedience 
and thus has outlived its usefulness (Reuter and Fitz- 
simons, 2013). Although nursing practice acts in many 
states establish and acknowledge nurses’ independent 
practice, nurses occasionally face constraints on prac- 
tice in settings in which their scope of practice can be 
narrowed by their employer or a supervising physician. 

Three groups have historically attempted to control 
nursing practice: organized nursing, organized medi- 
cine, and health service administration. Organized in 
this context refers to the collective professional bod- 
ies that are the voice speaking for the interests of their 
respective professions, specifically the ANA and the 
American Medical Association (AMA), although other 
organizations have vested interests in these professions 
too. The interests of these groups are often expressed 
through lobbying efforts at the state and federal levels to 
influence legislative decisions that benefit their constit- 
uencies. Organizations such as National Nurses United 
(NNU) and its affiliates use collective bargaining and 
other strategies to protect the interests of nurses and 
patients. Although the discussion of nursing unioniza- 
tion is beyond the scope of this chapter, you will find 
the NNU website (www.nationalnursesunited.org) to be 
very informative regarding organized nursing’s efforts to 
keep the best interests of nursing, and therefore patients, 
front and center in the evolution of health care in the 
United States today. 

Both the medical profession and health service 
administration have attempted to limit the autonomy 
of nursing to hinder financial competition for patients 
by nurses in independent practice. Medicine and health 
service administration are well organized and well 
funded and have powerful lobbies at state and national 
levels, posing a major challenge to full autonomy for 
nurses. Conversely, organized nursing does not yet have 
available economic resources to compete effectively 
against these influential forces seeking to minimize 
nursing autonomy. 

The Magnet Recognition Program”, an initiative of 
the American Nurses Credentialing Center (ANCC), is 
a credential demonstrating organizational recognition 


® 
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of nursing excellence. By the end of 2016, 445 (9%) hos- 
pitals had achieved Magnet designation, most in the 
United States and a few internationally (ANCC, 2017). 
The Magnet credential was established to recognize hos- 
pitals that attract and retain nurses, acknowledging that 
this achieves better patient outcomes. Nursing auton- 
omy and control over practice were identified in 1983 as 
crucial characteristics of these hospitals. 

In the 2010 National Survey of Registered Nurses, 
nurses in Magnet hospitals rated their workplace orga- 
nization and participation in shared governance higher 
than did nurses in non-Magnet hospitals; however, there 
were no differences between Magnet and non-Magnet 
hospitals with respect to influence on decisions related 
to patient care, and only 37% of Magnet nurses rated 
their opportunities to participate in shared governance 
as very good or excellent (Hess et al., 2011). This implies 
that nursing still has a significant way to go to become 
autonomous and to incorporate this value into the cul- 
ture of nursing. 


Practitioners Are Motivated by Service (Altruism) 
and Consider Their Work an Important Component 
of Their Lives 


As a group, nurses are dedicated to the ideal of service 
to others, also known as altruism. The desire to “help 
people” is foundational to altruism. Moreover, many, if 
not most, nurses consider nursing to be a key part of 
their identity and recognize that their work is impor- 
tant. The ideal of service has sometimes become inter- 
twined with economic issues and historically has been 
exploited by employers of nurses. Although no one 
questions the rights of other professionals to charge rea- 
sonable fees for the services they render, nurses’ altru- 
ism is sometimes questioned when they demand higher 
compensation and better working conditions. Tension 
exists between organized nursing and those nurses who 
see collective bargaining as antithetical to the ideal of 
nursing as altruistic. Nurses must take responsibility 
for their own financial well-being and for the economic 
health of the profession. This will, in turn, ensure its 
continued attractiveness to those considering nursing 
as a profession. 

Commitment to a profession is not a value equally 
shared by all nurses. Some nurses still regard nurs- 
ing as simply a job, leaving and returning to practice 
in response to economic and family needs. This flexi- 
ble approach, although appealing to many nurses and 


BOX 3.1 The Florence Nightingale Pledge 


| solemnly pledge myself before God and in the pres- 
ence of this assembly to pass my life in purity and to 
practice my profession faithfully. 

| will abstain from whatever is deleterious and mis- 
chievous, and will not take or knowingly administer any 
harmful drug. | will do all in my power to maintain and 


elevate the standard of my profession, and will hold in 
confidence all personal matters committed to my keep- 
ing and all family affairs coming to my knowledge in the 
practice of my calling. 

With loyalty will | endeavor to aid the physician in his 
work and devote myself to the welfare of those com- 
mitted to my care. 


From Dock LL, Stewart IM: A short history of nursing, New 
York, 1920, Putnam. 


conducive to management of family responsibilities, 
may inadvertently delay the development of profes- 
sional attitudes and behaviors for the profession as a 
whole. 


There Is a Code of Ethics to Guide the Decisions 
and Conduct of Practitioners 


A code of ethics provides professional standards and 
a framework for moral decision making; however, the 
code does not stipulate how an individual should act ina 
specific situation. The trust placed in the nursing profes- 
sion by the public requires that nurses act with integrity. 
Both the International Council of Nurses and the ANA, 
among others, have established codes of nursing ethics 
articulating standards of ethical practice. 

In 1893, long before these codes were written, “The 
Florence Nightingale Pledge” (Box 3.1) was created 
by a committee headed by Lystra Eggert Gretter and 
presented to the Farrand Training School for Nurses 
located at Harper Hospital in Detroit, Michigan (Dock 
and Stewart, 1920). The Nightingale Pledge functioned 
as nursing’s first code of ethics; it has historical value, 
and it established the roots for our current code. 


There Is an Organization (Association) 
That Encourages and Supports High 
Standards of Practice 


The ANA is the official voice of nursing and therefore 
is the primary advocate for nursing interests in general. 
The ANA is a federation of state nurses associations 
that all RNs are eligible to join. Membership in a state 
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Fig. 3.3 The Wheel of Professionalism in nursing. (Copyright 
1984 Barbara Kemp Miller.) 


nurses association automatically conveys membership 
in the ANA. According to the bylaws, the purposes of 
the ANA are to work for the improvement of health 
standards and the availability of health care services for 
all people, to foster high standards of nursing, and to 
stimulate and promote the professional development 
of nurses and advance their economic and general 
welfare (ANA, 2008). The ANA continues to be lim- 
ited by the relatively low percentage of nurses (fewer 
than 10%) who belong to the ANA and their constit- 
uent state nurses associations. This represents signif- 
icant political influence that is yet unrealized for the 
profession. 


Miller's Wheel of Professionalism in Nursing 
Miller (1985; Adams and Miller, 2001) created a model, 
the Wheel of Professionalism, based on common 
themes she identified in the work of sociologists and 
nursing leaders, as well as statements from Nursing’ 
Social Policy Statement and Code of Ethics for Nurses. 
The wheel’s center represents the essential founda- 
tion of nursing education in an institution of higher 
learning (Fig. 3.3). According to Adams and associates 
(1996): 

Each of the eight spokes represents other behav- 
iors deemed necessary in maintaining or increasing 


CHAPTER 3 Nursing’s Pathway to Professionalism 


nurses’ professionalism. They are competence and 
continuing education; adherence to the code of ethics; 
participation in the primary and referent professional 
organization, i.e., ANA and state constituent member 
association; publication and communication; orienta- 
tion toward community services; theory and research 
development and utilization; and self-regulation and 
autonomy (p. 79). 


Standards Established by the 


Profession Itself 

The exploration of the development of nursing asa profes- 
sion requires discussion of three major documents guid- 
ing all nurses in their professional commitments. These 
are Nursing’ Social Policy Statement: The Essence of the 
Profession (ANA, 2010), Nursing: Scope and Standards of 
Practice, 3rd edition (ANA, 2015b), and the Code of Ethics 
for Nurses with Interpretive Statements (ANA, 2015a). 


Nursing's Social Policy Statement: 

The Essence of the Profession 

A Contract With Society 

Although criteria for professions vary, all professions 
have one criterion in common: an obligation to the 
recipients of their services. Nursing therefore has an 
obligation to those who receive nursing care. The 
nature of the social contract between the members of 
the nursing profession and society is summarized in the 
latest version of Nursing’s Social Policy Statement: The 
Essence of the Profession, revised in 2010 (ANA, 2010). 
This edition was the result of several years of work by 
many nurses from a variety of settings and holding 
an assortment of educational degrees and creden- 
tials, collectively known as the Congress on Nursing 
Practice and Economics. The Social Policy Statement 
serves as a framework for understanding professional 
nursing’s relationship with society and nursing’s obli- 
gation to those who receive professional nursing care. 
This statement also includes the ANA’s contempo- 
rary definition of nursing and pertinent discussions 
related to the knowledge base of nursing, specialty 
and advanced practice, and professional regulation. A 
careful reading of this 45-page document will provide 
the reader with the essence of nursing’s profession- 
alism. It is available online without appendices as a 
PDF document at https://essentialguidetonursing- 
practice.files.wordpress.com/2012/07/pages-from- 
essential- guide-to-nursing-practice-chapter-1.pdf. 
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Nursing: Scope and Standards of Practice 
Nursing: Scope and Standards of Practice, 3rd edition 
(ANA, 2015b), outlines the expectations of the pro- 
fessional role within which all RNs must practice and 
delineates the standards of care and associated compe- 
tencies for professional nursing. The goal of establishing 
standards is to improve the health and well-being of all 
recipients of nursing care and to establish the respon- 
sibilities for which nurses are accountable. Several edi- 
tions of Standards have been issued by the ANA since 
the first one was written in 1973. Each edition has been 
painstakingly revised by large numbers of nurse volun- 
teers under the leadership of the ANA. 

The current document (ANA, 2015b) itemizes the 
Standards of Practice and Standards of Professional 
Performance. For each standard, there are numerous 
competencies by which practice for that standard can 
be assessed. Although all the standards are important 
to the practice of nursing, the Standards of Professional 
Performance are particularly germane to this chapter's 
emphasis on professionalism. The depth and scope of 
this document are impressive; you should consider add- 
ing this book to your professional library. 


The Code of Ethics for Nurses 

The ANA designated 2015 as the Year of Ethics and pub- 
lished the new revision of the 2001 code. The Code of 
Ethics, like the Social Policy Statement, was revised by 
a committee of nurses from a variety of roles and set- 
tings across the United States. As you recall, most of the 
early scholars attempting to define profession mentioned 
ethical behavior as a hallmark of a profession. In fact, a 
code of ethics is generally considered a tool that guides 
a group toward professional self-definition and provides 
evidence of professional legitimacy. The health care 
environment often presents situations that pose ethical 
problems for nurses. The Code exists to strengthen and 
guide nurses’ decision making as they navigate the ethi- 
cal dilemmas frequently faced in many practice settings 
today. The Code empowers nurses to maintain their 
focus on the patient as the center of health care. 

A code of ethics is a written public document that 
reminds practitioners and the public they serve of the 
specific responsibilities and obligations accepted by 
the profession's practitioners. Ever since education was 
formalized for nurses, the practice of nursing has been 
guided by ethical standards promoted first by Flor- 
ence Nightingale and thereafter by nursing groups and 


organizations. The Code of Ethics for Nurses has been 
modified over the years as nursing and its social context 
have evolved. It is intended to guide the practice of RNs 
in all practice settings, with all types of patients, fami- 
lies, groups, and communities receiving care. The Code 
of Ethics serves three distinct purposes: (1) it is a state- 
ment of the “ethical values, obligations, duties, and pro- 
fessional ideals of nurses individually and collectively”; 
(2) it is nursing’s “nonnegotiable ethical standard”; and 
(3) it expresses “nursing’s own understanding of its 
commitment to society” (ANA, 2015a, p. 10). 

There are nine provisions in the 2015 Code, each 
of which is accompanied by interpretive statements 
intended to clarify the provision. The first three provi- 
sions describe “the fundamental values and commit- 
ments of the nurse; the next three address boundaries 
of duty and loyalty; and the last three address aspects 
of duties beyond individual patient encounters” (p. 16). 
The entire document, including interpretive statements, 
can be found here: www.nursingworld.org/MainMenu- 
Categories/EthicsStandards/CodeofEthicsforNurs- 
es/Code-of-Ethics-For-Nurses.html. 


COLLEGIALITY IN PROFESSIONAL 
NURSING 


A sometimes overlooked but increasingly important 
aspect of professionalism in nursing is collegiality. The 
promotion of a supportive and healthy work environ- 
ment, cooperation, and recognition of interdependence 
among members of the nursing profession is the essence 
of collegiality. Professional nurses demonstrate collegi- 
ality by sharing with, supporting, assisting, and counsel- 
ing other nurses and nursing students. These behaviors 
can be seen when nurses, for example, share knowledge 
with colleagues and students, take part in professional 
organizations, mentor less experienced nurses, will- 
ingly serve as role models for nursing students, welcome 
learners and their instructors in the practice setting, 
assist researchers with data gathering, publish in profes- 
sional literature, and support peer-assistance programs 
for impaired nurses. 

As early as 2004, the ANA demonstrated value placed 
on collegiality as a professional attribute, included col- 
legiality in Nursing: Scope and Standards of Practice as 
one of nine standards of professional performance. The 
practice of nursing would be enhanced if the commit- 
ment to one another, to assistive personnel for whom 


BOX 3.2 To Be a Professional 


Be respectful. You do not have to like or agree with a 
person to be civil. Treat him or her as you would want 
to be treated. 

Be ethical. Understand that in professional settings, 
professional ethics are mandatory. 

Be honest. Be trustworthy; do not participate in gossip 
and rumor. 

Be the best. Strive to be better than just good enough. 
Be consistent. Behavior should be consistent with pro- 
fessional values and beliefs. 

Be a communicator. Invite ideas, opinions, and feed- 
back from patients and colleagues. 

Be accountable. Do what you say you will do. Take res- 
ponsibility for your own actions. 

Be collaborative. Collaborations benefit your patients. 
Be forgiving. Everyone makes mistakes—including 
yourself. 

Be current. Keep knowledge and skills up-to-date. 

Be involved. Be active at local, state, and national 
levels in professional organizations. 

Be a model nurse. What a person says and does 
reflects on his or her profession. 

Be responsible for your own learning. Be assertive 
in making your learning needs known to teachers and 
mentors. 
Be prepared. Do assignments for classes, and prepare 
for labs and clinical shifts in advance, making sure that 
you have a good foundation for your practice. 


Modified from Bruhn JG: Being good and doing good: the cul- 
ture of professionalism in the health professions, Health Care 
Manag 19(4):47-58, 2001; and Cheyne D: Take responsibility 
for your learning needs, Nurs Standard 20(7):88, 2005. 


they are legally responsible, and to nurturing the next 
generation of professional nurses mirrored the commit- 
ment nurses have toward their patients. 

Box 3.2, To Be a Professional, contains 14 character- 
istics of professional nurses. Several serve as reminders 
of the value of collegiality. You may find this list helpful 
in considering where you are in your development as a 
professional nurse. 


BARRIERS TO PROFESSIONALISM 
IN NURSING 


Nurses own the profession of nursing and thus own the 
struggle for recognition as a profession. To reduce the 
barriers to professionalization, the first step is to identify 
those barriers, several of which are discussed here. 
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Varying Levels of Education for Entry 


into Practice 
The most obvious barrier to nursing’s achievement of 
professional status is the variability of educational back- 
grounds for entry into practice. No other profession 
allows entry into practice at less than the bachelor’s level, 
yet nursing has three entry levels: the BSN, the ADN, 
and the diploma in nursing. Other health care profes- 
sions—for example, medicine, dentistry, and physical 
therapy—require postgraduate preparation for profes- 
sional practice. Because professional status and power 
increase with education, a legitimate question is, “How 
can nursing take its place as a profession, and nurses 
take their place as professional peers with other health 
care providers, when most nurses currently in practice 
do not hold a bachelor’s degree?” 

David described this “never-ending fracas” (2000, 
p. 87) over the varying credentials for entry into nurs- 
ing practice as contributing to the continuing subordi- 
nation of nursing in the health care arena. Almost two 
decades later, this “fracas” continues. Nursing’s lack of 
a standardized requirement for a minimum of a BSN, 
and preferably a master’s degree, stands in sharp con- 
trast with other health care professions requiring more 
education to practice (David, 2000). Nurses prepared in 
the three different types of basic educational programs 
have thus far failed to develop a unified identity that 
would allow the continuing professionalization of nurs- 
ing. Lack of resolution of these differences threatens to 
undermine nursing’s continued steady development as a 
profession (Kidder and Cornelius, 2006). This remains 
a difficult issue for nurses, creating division and defen- 
siveness. A solution would be for nurses to move beyond 
personal feelings and opinions to look objectively at how 
nursing compares with other professions with whom we 
must collaborate and by whom we want to be seen as 
equals—and adjust our educational and credentialing 
requirements accordingly. 


Gender Issues 


Although gender was not identified as a criterion by 
any of the scholars of professionalism, it continues to 
play a role in the perceived value of professions dom- 
inated by women such as teaching, social work, and 
nursing. Although the number of men in nursing has 
increased, a gender balance remains elusive (Fig. 3.4). 
The persistent devaluing of women’s work in our society 
has created an ongoing struggle for professions such as 
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Fig. 3.4 The number of male nurses is increasing. 


nursing and teaching to increase their status, increase 
their compensation, and improve their working con- 
ditions. Referenced previously, David (2000) provided 
an incisive critique of nursing and the detrimental and 
continuing effects of gender politics on nursing’s profes- 
sional development. 


Historical Influences 


Nursing’s historical connections with religious orders 
and the military continue to have influence, both pos- 
itive and negative, today. Aspects that have become 
liabilities with the passage of time include deference 
to other professionals, which runs counter to the pro- 
fessional values of autonomy and self-determination, 
and altruism, which prevents nurses from demand- 
ing the fair economic valuation of the work of nurs- 
ing. Deference to management, physicians, and other 
stakeholders in the workplace stifles creative and crit- 
ical thinking required for professional practice. Fur- 
thermore, nurses must resist pressure to defend their 
expectation to be compensated fairly for their complex 
and demanding work. 

Florence Nightingale, the historical figure most 
strongly associated with the development of modern- 
day nursing, died in 1910. That same year, Isabelle 
Hampton Robb died suddenly. As you read in Chapter 
2, Robb was a central figure in the women’s movement 
of the late 19th century, and in nursing specifically. Pro- 
fessional Profile Box 3.1 contains a tribute to Robb pub- 
lished in 2011 examining the challenges to nursing Robb 
faced and the challenges of reenvisioning of the profes- 
sion today, more than 115 years later. 


External Conflicts 


As nurses have become more highly educated and 
advanced practice nurses in particular increasingly 
assume responsibilities for patient care once considered 
in the domain of medicine, tensions between nursing 
and medicine have risen. The influence and resources 
of organized nursing and professional associations have 
gone toward lobbying efforts in state legislatures to 
ensure that the legal scope of nursing practice is pro- 
tected and appropriately reflects current training and 
expertise of professional nurses. On the individual level, 
however, nurses must strive for collaboration, not com- 
petition, with physicians and other health care providers 
with whom they work. 


Internal Conflicts 


Professional nursing’s power and influence are frag- 
mented by subgroups and dissension. Tensions among 
diploma-educated, associate degree-educated, and bac- 
helor’s degree-educated nurses reduce the vitality of the 
profession. The proliferation of nursing organizations 
and competition among them for members may dimin- 
ish rather than increase nursing’s influence in the health 
care arena by diluting concentrations of interested stake- 
holders across many organizations. Fewer than 10% 
of the more than 3.1 million RNs in the United States 
are members of the ANA. The fact that most nurses are 
not members of any professional organization hampers 
nursing’s ability to govern itself, set standards, and use 
its collective power to lobby effectively. These are major 
challenges for nursing if it is to realize its potential col- 
lective professional power and autonomy. 
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fi PROFESSIONAL PROFILE BOX 3.1 
REPAVING THE PATH TO PROFESSIONALISM IN NURSING EDUCATION 


In Remembrance of Isabel Hampton Robb 


Celebrated as the international year of the nurse, 2010 
marked the centennial remembrance of the death of Flor- 
ence Nightingale in 1910. For nurse educators, it was also 
a time to remember the contributions of Isabel Hampton 
Robb, a younger contemporary of Nightingale who died 
an untimely death the same year. Like many nurses of her 
day, Robb was an immigrant to the United States who be- 
gan her second career as a nurse after attending New York 
Training School for Nurses attached to Bellevue Hospital. 
After practice abroad, she was recruited into nursing ed- 
ucation administration, first in Illinois and then as princi- 
pal of the Training School and as superintendent at Johns 
Hopkins Hospital. A politically astute young woman, Robb 
helped build a path to professionalism for nursing educa- 
tion, drawing on professional and political connections to 
advance nursing and the quality of patient care. In 1893 she 
chaired the first major meeting of nursing leaders in Chica- 
go at the Columbian Exhibition and World's Fair, where she 
presented a paper sent by Nightingale titled “Educational 
Standards for Nurses.” Acknowledging the importance of 
collaboration in advancing the quality of nursing education 
and practice, she was a primary founder and first leader 
of the Association of Nursing Superintendents, the pre- 
cursor to the National League for Nursing. Her work to 
unite trained nurses resulted in the Association of Nursing 
Alumni, which preceded the ANA. Robb set the bar high 
for nursing education in an era of hospital growth and pro- 
liferation of nursing schools. With nursing education highly 
disorganized, she advocated for admission standards and 
a formalized curriculum. A scholar of nursing, she took on 
the task to disseminate teaching materials nationally and 
wrote reports, articles, and textbooks to provide a sound 
basis for practice. She addressed the clinical practices of 
her day, the ethics of nursing, and standards for nursing 
education. In an era when travel was slow, Robb traveled 
nationally and internationally and maintained an active cor- 
respondence in support of her vision for nursing educa- 
tion. Some 100 years after Robb’s death, nursing is again 
faced with the challenge of reenvisioning standards for the 
future. The focus now is on the transformation of nursing 
education to better support the expected changes in a re- 
modeled health care system. Walking along a path initially 
laid by Robb and her coterie of nursing leaders, a collabo- 
ration of nursing and nonnursing leaders set out a call for 
action in the 2010 Institute of Medicine (IOM) report, The 
Future of Nursing: Leading Change, Advancing Health. 
This effort to set a national course for nursing education 
and practice balances optimism for the potential of nurs- 


ing and pragmatism grounded in the recognition of barriers 
to change. In their report, commissioned by the Carnegie 
Foundation for the Advancement of Teaching, Benner, 
Sutphen, Leonard, and Day (2010) address the perceived 
disconnect between the classroom and clinical education. 
They urge nurse educators to attend to the methods of 
education and to teach with greater emphasis on clini- 
cal reasoning and clinical salience. Noting the challenges 
that nurses face in practice, from the diversity of patients 
to the need to manage multiple chronic diseases to the 
complex and too often fragmented health care system, 
they underscore the importance of developing in nursing 
students the ability to readily access and integrate knowl- 
edge and skills and transcend discrete classes and clinical 
experiences. Both the 1OM and Carnegie reports reflect 
the belief, long espoused by nursing leaders, that nurses 
must be prepared as agents of change. Both reports call 
for strengthening and empowering nursing leadership. 
Echoing a call first launched by Robb, the Carnegie report 
highlights the importance of attending to the socialization, 
roles, and ethics of nursing graduates as they develop 
their foundational values, attitudes, and behaviors for lead- 
ership. Throughout nursing’s history, leaders such as Robb 
have taken risks to strategically develop, articulate, and 
promote not simply standards for nursing education but 
rather a vision of what nursing education and nursing prac- 
tice offer society. Today, as we reenvision nursing’s future 
and engage in repaving the road of nursing’s professional- 
ism, it is fitting to mark the centennial of Isabel Hampton 
Robb’'s death and her contributions to nursing education. 


Isabel Hampton Robb 


From Wolf KA: End note: Repaving the path to professionalism in nursing education: in remembrance of Isabel Hampton Robb, 


Nurs Educ Perspec 32(2):138, 2011. 
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Rethinking the Professional Image of Nursing: A Content Analysis 


of Nurse-Authored Blogs 


Nursing has suffered from a poor image since the 1800s, 
which has been perpetuated by the media, physician 
influence, and societal stereotypes. In much of the liter- 
ature, image problems have been implicated in contrib- 
uting to the nursing shortage. The image of nursing has 
the potential to be influenced by Internet representation. 
Americans occupying the 18- to 29-year-old age group 
cite the Internet as their primary source of information 
because it is convenient and it provides more in-depth 
and varied viewpoints than does traditional media. The 
Internet is the number one source of health care informa- 
tion, with more than 12.5 million health-related searches 
conducted daily, including nurse-authored blogs. 

Blogs are increasingly being considered a more credible 
information source than traditional media. Through blogs, 
nurses are able to describe their life and experiences— 
what it means to be a nurse—directly to an audience with- 
out many filters or external editing processes. How nurses 
choose to represent themselves in the media has yet to be 
described. In this study | systematically reviewed and ana- 
lyzed blogs written by nurses, examining the authors’ por- 
trayal of the profession of nursing with respect to image 
to yield insight on how nurses represent their profession 
via Internet blogs and whether these insights support or 
refute the view that nursing has a poor image. 

A sample of 101 blog posts containing information 
about the professional life of the nurse-author revealed 


Nursing Image and Professionalism: 

Are These Related? 

In Thinking Critically Box 3.1, you will first read the 
results of a study completed by a senior honors student 
of nursing, Lindy Beyer, who has now graduated and is 
an RN. Ms. Beyer did a systematic review and analysis of 
nurse-authored blogs, where she found a forum where 
nurses describe what it means to be a nurse. Once you 
have read these results, consider these questions: 


1 


What positive effect does blogging in the public 
domain have on the profession of nursing? 

What are possible negative effects that these accounts 
could have on the profession? 

. Find an example of two nursing blogs, one that pro- 
motes a positive view of the nursing profession and 
another that promotes a negative view of nursing. 
What are the characteristics of each of these examples? 


that nurses rarely blogged about the image of nursing 
(24.85%), with few examples related to actual experi- 
ence (6.45%). Three themes—"“Variety in professional 
settings,” “Nursing as physically/mentally demanding,” 
and “Detailed descriptions of duties/priorities"—account- 
ed for 12.8% of the coding decisions in the analysis. Im- 
portantly, 54.5% of coded content fit within the category 
“Positive or neutral descriptors of nursing,” indicating 
that nurse-authored blogs do not contribute to the poor 
image of nursing. Furthermore, the experiences nurses 
blog about do not reinforce the idea that nursing has a 
poor image. 

Beginning with Nightingale’s assertion that nursing is a 
scientific profession with a distinct body of knowledge 
requiring training, several efforts have transformed the 
modern landscape of professional nursing: educational 
requirements have evolved; professional improvement 
campaigns are progressively being adopted at the institu- 
tional level; and image-enhancing advocacy groups work 
toward correcting misperceptions and stereotypes in the 
public eye. Considering that the theoretical bases for the 
poor image argument were formed 20 to 30 years ago 
when nursing was a very different profession, this study 
indicates a need to reevaluate the idea that modern nurs- 
ing has a poor image. 

Lindy Beyer, BSN, RN 


Janna Dieckmann, PhD, RN 


4. What are your responsibilities as a member of the 
profession of nursing in responding to the posts on 
these blogs? 

5. What is the relationship of the image of nursing and 
the professionalization of nursing? 


FINAL COMMENTS 


Continuing to interrogate the issue of whether nurs- 
ing is a profession may serve to distract from efforts 
to improve the professional status of nursing. Debates 
regarding whether nursing is a profession may actually 
obscure more pressing issues facing nursing, including 
improving workplace conditions and compensation, 
making educational preparation consistent, and imple- 
menting evidence-based practice. Nursing has made 
progress in the past few decades in developing its science 


and improving its image. Although considerable barri- 
ers remain, health care reform in the United States and 
improvement of health care delivery mean that nurses 
can establish themselves as primary stakeholders in this 
debate and move forward. 


ry 
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To summarize this discussion of professionalism in 
nursing, read Thinking Critically Box 3.2, and identify 
the professional behaviors exhibited in the case study 
presented. 


The Challenge to be a Professional Nurse: Identifying Professional Nursing Behaviors 


Instructions: If being a professional nurse is different 
from practicing the occupation of nursing, there must be 
certain behaviors that differentiate the two. Read the fol- 
lowing case study; then, using various criteria for profes- 
sions presented in this chapter and the Code of Ethics for 
Nurses, identify professional behaviors exhibited by Joan. 
For each behavior you identify, state which source or doc- 
ument, such as the Code or Social Policy Statement, pro- 
motes that behavior. 

Joan is a 32-year-old married mother of two. She grad- 
uated from River City College of Nursing at the age of 26 
years and has been practicing since her graduation. Her 
first position was as a staff nurse at Providence Hospi- 
tal, a 300-bed private hospital. Nursing administration at 
Providence encourages nurses to provide individualized 
nursing care while protecting the dignity and autonomy of 
each patient and family. She chose Providence because 
the hospital's philosophy of nursing paralleled her own. 
Another reason Joan selected this hospital was that she 
wanted to practice oncology (cancer) nursing, and there is 
an oncology unit at Providence. 

Each day Joan arrives promptly on her nursing unit. Her 
neat grooming and positive attitude convey pride in her- 
self and her profession. She uses the nursing process 
in caring for her patients and in dealing with their fami- 
lies. That means she assesses their condition, plans and 
implements their care, and evaluates the care she has 
given. Then she documents what she has done in each 
patient's database in the accepted format. She commu- 
nicates clearly to the other members of the nursing staff 
and collaborates with other health care professionals in- 
volved in the care of the patients on her unit but is careful 
not to discuss her patients with others not involved in 
their direct care. 

After 2 years as a staff nurse, Joan accepted a position 
as a team leader. This means that now she takes respon- 
sibility not only for her own practice but also for that of 
licensed practical/vocational nurses and nursing assistants 
on her team. To do this effectively, she stays abreast of 
changes in her state’s nurse practice act and Providence 


Hospital's policies and procedures. In addition, she up- 
dates her knowledge by reading current journals and re- 
search periodicals to base her practice on evidence rather 
than intuition. She makes it a policy to attend at least two 
nursing conferences each year to stay on top of trends. 
She belongs to her professional organization and partici- 
pates as an active member. She finds that this is another 
source of the latest information on professional issues. 

Joan looks forward to working with the nursing students 
at Providence Hospital. She remembers when she was a 
student and how a word from a practicing nurse could 
make or break her day. Of course, students do mean ex- 
tra work, but she sees this as a part of her role and pa- 
tiently provides the guidance they need, even when she 
is busy. 

In the course of her daily work, Joan sometimes has 
questions. She is not embarrassed to seek help from 
more experienced nurses, from textbooks, or from other 
health professionals. Sometimes she offers suggestions 
to the head nurse and the oncology clinical nurse special- 
ist about possible research questions and participates in 
gathering data when the unit takes on a research study. 

Providence Hospital uses a shared governance model, 
which means nurses serve on committees that devel- 
op and interpret nursing policies and procedures. Joan 
serves on two committees and chairs another. Right 
now the hospital is preparing a self-study for an upcom- 
ing accreditation, so the meetings are frequent. Instead 
of complaining about the meetings, Joan prepares and 
organizes her portion of the meeting so that everyone's 
time is used most effectively. She has to delegate some 
of her patient care responsibilities to others while she at- 
tends meetings. Because she has taken the time to know 
the other workers’ skills and abilities, she does not worry 
about what happens while she is gone and asks for a full 
report when she returns to her unit. 

At the end of the day when Joan goes home, she oc- 
casionally gets a call from a friend with a health-related 
question or a request to give a neighbor's child an aller- 
gy injection. Although she is tired, she recognizes that in 
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The Challenge to be a Professional Nurse: Identifying Professional Nursing Behaviors 


the eyes of others she represents the nursing profession. 
She is proud to be trusted and respected for her knowl- 
edge, skills, and dedication. Helping others through nurs- 
ing care is something Joan has wanted to do since she 
was small, and she finds it very fulfilling. 


Lately Joan has recognized in herself some troubling 
signs: She has been irritable and impatient with family 
and co-workers and generally out of sorts. She has gained 
weight and is exercising less than usual. She wonders 
whether working with terminally ill patients and their fam- 
ilies is the source of her stress and recognizes that her 


work life and personal life are out of balance. Joan’s hus- 
band has suggested that she take a break from nursing 
and stay home with the children, but after talking it over 
with her nurse manager, she has decided to ask for as- 
signment to different nursing responsibilities for a while. 
She knows that she needs to be her own advocate and 
take care of herself. Next week she will begin a 3-month 
stint in outpatient surgery, where she believes the emo- 
tional intensity will be somewhat lower. She hopes to 
return to her first love, oncology nursing, at the end of 
that time. 


e Concept: Commitment to a profession is different 
from having a job or an occupation. 

Challenge: The ongoing issue of varying education 
levels for entry into practice remains a barrier to 
nursing professionalism. 

¢ Concept: A body of knowledge, specialized education, 
service to society, accountability, autonomy, and ethi- 
cal standards are a few of the hallmarks of professions. 

Challenge: Nursing is still troubled by lack of auton- 
omy, varying educational preparation, and long- 


term commitment to practice that function as 
barriers to professionalism. 
¢ Concept: Nursing has a social contract with society 
to serve the public safely, competently, and ethically. 
Challenge: Many nurses in practice are not familiar 
with Nursing’s Social Policy Statement: The Essence 
of the Profession, which describes nursing’s con- 
tract with society, and the Code of Ethics with 
Interpretive Statements, which is the nonnegotia- 
ble ethical standard for professional nursing. 


4. Using Miller’s Wheel of Professionalism, identify 
specific activities that fit under each of the “spokes.” 
How might a beginning nurse's behaviors in relation 
to each spoke differ from those of an experienced 
nurse? Where does evidence-based practice fit into 


1. Determine where nursing currently stands on each of 
Kelly’s criteria for professions. 

2. Describe at least five characteristic behaviors of pro- 
fessional nurses. 

3. Discuss the Nightingale Pledge (see Box 3.1) as a 


historical document, as an ethical statement, and as 
a reflection of Florence Nightingale’s social and cul- 
tural environment. What value does this document 
have for today’s nurse? 


this model? 
5. How might nursing be different today if all nurses 
viewed it as their profession rather than a job? 
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LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Trace the development of basic and graduate 
education in nursing. 

e Discuss the influence of early nursing studies on 
nursing education. 

¢ Describe traditional and alternative ways of 
becoming a registered nurse. 

e Discuss program options for registered nurses and 
students with nonnursing bachelor’s degrees. 

¢ Differentiate between licensed practical/vocational 
nurses and registered nurses. 

« Differentiate between associate degree and 
bachelor’s degree education. 


Produced almost three decades ago, Sentimental 
Women Need Not Apply: A History of the American 
Nurse is a classic documentary featuring a comprehen- 
sive view of the history of nursing in the United States. 
In this film, nursing is shown to be both shaping of 
and shaped by its sociocultural and historical contexts. 
A century ago, nursing education was often exploit- 
ative, with students staffing hospital wards as part of 
their training, only to be without work at the end of 
their training. Nursing education was typically hospi- 
tal based, and students lived together in tightly con- 
trolled environments. The film’s narrator made the wry 
observation of mid-20th-century nursing education: 
“Schools of nursing took women and turned them 
into girls.” Nursing education, although becoming 


site at http://evolve.elsevier.com/Black/professional. 


e Explain the difference between licensure and 
certification. 

¢ Define accreditation, and analyze its influence on 
the quality and effectiveness of nursing education 
programs. 

e Discuss recommendations of the Institute of 
Medicine and major nursing organizations regarding 
transforming nursing education. 

e List Quality and Safety Education in Nursing 
(QSEN) competencies. 

e Define Interprofessional Education (IPE), and 
describe its importance in health care today. 


formalized at the time, did not serve nursing’s—or 
society’s—best interests. 

Leaders in nursing education today continue to work 
to evolve nursing education in response to the changing 
landscape of health care delivery in the United States. 
Furthermore, nursing education must honor nursing’s 
social contract with the public, recognizing that edu- 
cation of nurses plays a critical role in their ability to 
achieve optimal outcomes for their patients and to prac- 
tice safely. In 2009 Patricia Benner, PhD, RN, FAAN, and 
her team at the Carnegie Foundation for the Advance- 
ment of Teaching published a landmark study, Educating 
Nurses: A Call for Radical Transformation. In addition to 
calling for a bachelor of science in nursing (BSN) as the 
entry level for registered nurse (RN) practice, this team 
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recommended that all RNs be required to earn a master 

of science in nursing (MSN) within 10 years of licensure. 

They found that nurses are undereducated to meet the 

demands of today’s practice. Their recommendations 

called for a significant shift in basic nursing education, 
but they made a compelling argument for extending 
the education of nurses entering the workforce (Benner 

et al., 2009). 

Within a year of the publication of the Carnegie 
Foundation study, in October 2010 the Institute of 
Medicine (IOM; now the National Academy of Medi- 
cine) published a report, The Future of Nursing: Leading 
Change, Advancing Health (IOM, 2011). This report was 
compiled as the result of a 2-year initiative by the Rob- 
ert Wood Johnson Foundation and the IOM to address 
the need to transform the profession of nursing. Four 
key messages were at the center of the Future of Nursing 
report: 

1. Nurses must practice to the fullest extent of their 
education and training. 

2. Nurses should attain higher education levels through 
a system of improved education with seamless pro- 
gression across degrees. 

3. As health care in the United States is being trans- 
formed, nurses should be full partners with other 
health care professionals in this effort. 

4. Improved data collection and information infra- 
structure can result in more effective workforce plan- 
ning and policy development. 

In 2012 the results from a survey by the National 
Council of State Boards of Nursing (NCSBN) indicated 
that nursing has responded to challenges to increase 
the sophistication and innovation in nursing education 
(Spector and Odom, 2012). These innovations included 
increased use of simulation, integration of Quality and 
Safety Education for Nurses (QSEN) principles (you 
will read more about QSEN later in this chapter), devel- 
opment of practice partnerships, and the development 
of dedicated educational units (DEUs), among others. 
Also, more attention is being paid to ways to manage a 
shortage in nursing faculty, which has a direct effect on 
the number of students that can be educated and added 
to the nursing workforce. 

In addition to the Carnegie and IOM reports, two 
other important sources called for advancement in 
nursing education. Linda Aiken, PhD, RN, FAAN, and 
her colleagues called for increased federal support for 
the preparation of nurses at the BSN level and higher 
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(Aiken et al., 2009). They suggested policy changes to 
address the growing need for nursing faculty and in 
the preparation of advanced practice nurses (APNs) to 
serve in primary care. In 2010 the Tri-Council for Nurs- 
ing (an alliance of the American Nurses Association 
[ANA], American Association of Colleges of Nursing 
[AACN], American Organization of Nurse Executives, 
and National League for Nursing [NLN]) released a pol- 
icy statement that included the following: 

Current health care reform initiatives call for a nurs- 
ing workforce that integrates evidence-based clinical 
knowledge and research with effective communica- 
tion and leadership skills. These competencies require 
increased education at all levels. At this tipping point 
for the nursing profession, action is needed now to put 
in place strategies to build a stronger nursing work- 
force. Without a more educated nursing workforce, the 
nation’s health will be further at risk (Tri-Council for 
Nursing, 2010). 

The ANA continues to support funding for the 
Title VII Nursing Workforce Development Programs 
as contained in the Public Health Service Act, which 
are administered by the Health Resources and Ser- 
vices Administration (HRSA). Two of the major pro- 
gram areas of HRSA related to nursing are Advanced 
Education Nursing, grants to schools of nursing 
to enhance advanced nursing education, includ- 
ing nurse practitioners (NPs), certified nurse-mid- 
wives (CNMs), certified registered nurse anesthetists 
(CRNAs), nurse educators, and others; and Workforce 
Diversity Grants that increase opportunities for per- 
sons from disadvantaged backgrounds and who are 
underrepresented in the nursing workforce (ANA, 
2015; HRSA, 2018). 

The contemporaneous release of the IOM report, 
the Carnegie Foundation report, the Aiken findings, 
the Tri-Council statement, and the HRSA Title VIII 
initiatives represent a substantial change in nurs- 
ing education. Their strong language with regard to 
the educational basis for nursing required for today’s 
health care environment, combined with the increase 
in funding for education at a time of serious economic 
constraints, make it necessary for even the staunchest 
critic of requirements for higher education for nurses to 
reconsider. 

You are entering nursing at an exciting, challenging 
time. The remainder of this chapter will focus on nurs- 
ing education of today and its current structures and 
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requirements. This includes the history behind educa- 
tional programs, descriptions of the various programs, 
and trends and future issues. 


DEVELOPMENT OF NURSING EDUCATION 
IN THE UNITED STATES 


Florence Nightingale (Fig. 4.1) is credited with found- 
ing modern nursing and creating the first educational 
system for nurses. After hospitals came into existence 
in Western Europe, and before the influence of Florence 
Nightingale, nurses had no formal preparation in giv- 
ing care, because there were no organized programs to 
educate nurses until the late 1800s. Before this, nursing 
care was administered by either the patient’s relatives, 
individuals affiliated with religious or military nursing 
orders, or self-trained persons who were often held in 
low regard by society. 

Nightingale revolutionized and professionalized 
nursing by arguing that nursing was not a domes- 
tic, charitable service but a respected occupation 
requiring advanced education. In 1860 she opened a 
school of nursing at St. Thomas’ Hospital in London 
and established the following principles, which were 
considered highly innovative at the time (Notter and 
Spalding, 1976): 

1. The nurse should be trained in an educational insti- 
tution supported by public funds and associated with 

a medical school. 

2. The nursing school should be affiliated with a teach- 
ing hospital but also should be independent of it. 


Fig. 4.1 Florence Nightingale’s nurses in Scutari, Turkey, 
during the Crimean War. Nightingale’s vision for formalized 
nursing education transformed nursing. 


3. The curriculum should include both theory and 
practical experience. 

4. Professional nurses should be in charge of adminis- 
tration and instruction and should be paid for their 
instruction. 

5. Students should be carefully selected and should 
reside in “nurses’ houses” that form discipline and 
character. (Nightingale envisioned nursing as a pro- 
fession only for women.) 

6. Students should be required to attend lectures, take 
quizzes, write papers, and keep diaries. Student 
records should be maintained. 

Nightingale also believed that nursing schools should 
be financially and administratively separate from the 
hospitals in which the students trained. This was not the 
case, however, when nursing schools were first estab- 
lished in the United States. 

The first training schools for nurses in the United 
States were established in 1872. Located at Bellevue 
Hospital in New York; the New England Hospital for 
Women and Children in New Haven, Connecticut; and 
Massachusetts General Hospital in Boston, the pro- 
grams of study were 1 year long. These schools became 
known as the “famous trio” of nursing schools. In Octo- 
ber 1873, Melinda Anne “Linda” Richards became the 
first “trained nurse” educated in the United States. By 
1879, there were 11 US. nursing training schools. Other 
schools rapidly developed, and by 1900 there were 432 
hospital-owned and hospital-operated programs in the 
United States (Donahue, 1985). These early training 
programs differed in length from 6 months to 2 years, 
and each school set its own standards and requirements. 
On graduation from these programs, students were 
awarded a diploma. The term diploma program was, and 
still is, used to identify hospital-based nursing education 
programs. The primary reason for the schools’ existence 
was to staff the hospitals that operated them; therefore 
high-quality education of student nurses was not always 
the primary concern of these hospitals. 


Early Studies of the Quality 


of Nursing Education 

Nursing leaders of the early 1900s were concerned about 
the poor quality of many of the recently formed nurse 
training programs. They initiated studies about nurs- 
ing and nursing education to prompt changes. October 
1899 marked the culmination of approximately 4 years 
of work by the American Society of Superintendents 


of Training Schools for Nurses. Isabel Hampton Robb 
chaired a Society-selected committee to investigate 
ways to prepare nurses better for leadership in schools 
of nursing. Teachers College, which had opened in New 
York 10 years earlier for the training of teachers, seemed 
the logical location for the leadership training of nurses. 
A program, originally designed to prepare administra- 
tors of nursing service and nursing education, began as 
an 8-month course in hospital economics (Donahue, 
1985). 

Mary Adelaide Nutting came to Teachers College in 
1907 as the first nursing professor in history and became 
a pioneer in nursing education. The school at Teachers 
College became known as the “Mother House” of colle- 
giate education because it fostered the initial movements 
toward undergraduate and graduate degrees for nurses 
(Donahue, 1985). In 1912 Nutting conducted a nation- 
wide investigation of nursing education, The Educa- 
tional Status of Nursing, that focused on students’ living 
conditions, nursing education curricula, and teaching 
methods (Christy, 1969). 

Another major and important study of nursing 
education was published in 1923. Titled The Study of 
Nursing and Nursing Education in the United States and 
referred to as the Goldmark Report, the study focused 
on the clinical learning experiences of students, hospi- 
tal control of the schools, the desirability of establishing 
university schools of nursing, the lack of funds specif- 
ically for nursing education, and the lack of prepared 
teachers (Kalisch and Kalisch, 1995). It is notable that 
some of the findings of the Goldmark Report in terms 
of funding and faculty shortages remain applicable to 
nursing today. 

The year 1924 marked another first in nursing edu- 
cation: Yale University opened its School of Nursing, 
the first nursing school to be established as a separate 
university department with an independent budget and 
its own dean, Annie W. Goodrich. The school demon- 
strated its effectiveness so well that in 1929 the Rocke- 
feller Foundation ensured the permanency of the school 
by awarding it an endowment of $1 million (Kalisch 
and Kalisch, 1995). This was an enormous endowment, 
equivalent to $13.7 million in 2015, and even more 
astounding given that in 1929 the stock market crash 
accelerated the collapse of the global economy that spi- 
raled into the Great Depression. 

In 1934 a study titled Nursing Schools Today and 
Tomorrow reported the number of schools in existence, 
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gave detailed descriptions of the schools, described their 
curricula, and made recommendations for professional 
collegiate education (National League for Nursing Edu- 
cation, 1934). In 1937 A Curriculum Guide for Schools 
of Nursing was published, outlining a 3-year curriculum 
and influencing the structure of diploma schools for 
decades after its publication (National League of Nurs- 
ing Education, 1937). 

Although published over a 30-year period and 
undertaken by different groups, these early studies con- 
sistently made five similar recommendations: 

1. Nursing education programs should be established 
within the system of higher education. 

. Nurses should be highly educated. 

. Students should not be used to staff hospitals. 

. Standards should be established for nursing practice. 

. All students should meet certain minimum qualifica- 
tions on graduation. 
These studies set the stage for the development of the 

educational programs that exist today. 
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EDUCATIONAL PATHS TO BECOME 
A REGISTERED NURSE 


Today, preparation for a career as an RN usually begins 
in one of three ways: in a hospital-based diploma pro- 
gram, a BSN program, or an associate degree in nurs- 
ing (ADN) program. These basic programs vary in the 
courses offered, length of study, and cost. After the com- 
pletion of a basic program for RNs, graduates are eligible 
to take the National Council Licensure Examination for 
Registered Nurses (NCLEX-RN®). On successful com- 
pletion of the licensing examination, graduates may 
legally practice as RNs and use the RN credential. 

Having three different educational routes to achieve 
RN licensure is confusing to the public and even to 
many nurses themselves. In the following sections, each 
type of basic program is described, along with its his- 
tory, unique characteristics, and special issues. These 
basic programs are discussed in the chronologic order 
in which they were developed. 


Diploma Programs 

The hospital-based diploma program was the earli- 
est form of nursing education in the United States. At 
the peak of diploma education in the 1920s and 1930s, 
approximately 2000 programs existed, with numerous 
programs in almost every state. Since their numbers 
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peaked in the first third of the 20th century, the num- 
ber of diploma programs has decreased, with a dramatic 
decline since the mid-1960s, when nursing education 
moved rapidly into collegiate settings. Over the past 50 
years, the number of these programs has declined from 
more than 800 to fewer than 60. This decline in the 
number of diploma programs is attributable to several 
factors: the growth of ADN and BSN programs, which 
moved the education of nurses into the mainstream of 
higher education; the inability of hospitals to continue 
to finance nursing education; accreditation standards 
that have made it difficult for diploma programs to 
attract qualified faculty; and the increasing complexity 
of health care, which has required nurses to have greater 
academic preparation. 

Despite the significant decrease in the number of 
diploma programs, many outstanding nurses practicing 
today received their basic nursing education in these 
programs. In the early days of formal nurses’ “training” 
in this country—that is, during the late 1800s and early 
1900s—diploma programs provided one of the few ave- 
nues for women to obtain formal education and jobs. 
Most of the early programs followed a modified appren- 
ticeship model. Physicians gave lectures, and students’ 
clinical training was supervised by head nurses and 
nursing directors. Nursing courses paralleled medical 
areas and included surgery, obstetrics, pediatrics, oper- 
ating room experience, and, somewhat later, psychiatry. 
Students were sometimes sent to affiliated institutions 
where they could obtain experiences that were not avail- 
able at the home hospital. 

The schedule was demanding, with classes being held 
after patient care assignments were completed. Critics 
charged that students were used as inexpensive labor to 
staff the hospitals and that education was given a lower 
priority. The truth of those charges varied, depending on 
which hospital was scrutinized, but there is no question 
that early nursing students virtually ran the hospitals. 
Programs lasted 3 years, and, at graduation, students 
were awarded diplomas in nursing. Today most diploma 
programs are about 24 months in duration. 

A problem that many diploma program graduates 
faced was that hospitals were not part of the higher 
education system in the United States. Therefore most 
colleges and universities did not recognize the nursing 
diploma as an academic credential and often refused 
to give college credit for courses taken in diploma pro- 
grams, regardless of the quality of the courses, students, 


and faculty. Most diploma programs today have estab- 
lished agreements with colleges and universities that 
allow students to earn college credit in courses such as 
English, psychology, and the sciences, thereby enabling 
them to attain advanced standing in a bachelor’s degree 
program on completion of the diploma program. 


Baccalaureate Programs 


Armed with the early studies of nursing education, 
nursing leaders have continued to push for nursing 
education to move into the mainstream of higher 
education—that is, into colleges and universities where 
other professionals were educated. There is increasing 
understanding that nurses need a bachelor’s degree, the 
BSN, to qualify nursing as a recognized profession and 
to provide leadership in administration, teaching, and 
public health. 

By the time the first BSN program was established in 
1909 at the University of Minnesota, diploma programs 
were numerous and firmly entrenched as the system for 
educating nurses. This first BSN program was part of 
the university's School of Medicine and followed the 
3-year diploma program structure. Despite its many 
limitations, it was the start of the movement to bring 
nursing education into the recognized system of higher 
education. 

Seven other BSN programs were established by 1919 
(Conley, 1973). Most of the early BSN programs were 
5 years in duration. This structure provided for 3 years 
of nursing education and 2 years of liberal arts. The 
growth in the numbers of these programs was slow both 
because of the reluctance of universities to accept nurs- 
ing as an academic discipline and because of the power 
of the hospital-based diploma programs. The theoreti- 
cal, scientific orientation of the BSN program was in 
sharp contrast to the “hands-on” skill and service orien- 
tation that was the hallmark of hospital-based diploma 
education. 


Influences on the Growth of Baccalaureate 
Education 

National studies of nursing and nursing education have 
reiterated the need for nursing education and practice to 
be based on knowledge from the sciences and human- 
ities. A forward-looking study was conducted by Esther 
Lucille Brown, who in 1948 published Nursing for the 
Future, more commonly known as the Brown Report. 
The Brown Report recommended that basic schools 


of nursing be placed in universities and colleges, with 

efforts made to recruit men and minorities into nursing 

education programs (Brown, 1948). This report, spon- 
sored by the Carnegie Foundation, was widely reviewed, 
discussed, and debated. 

In 1965 the ANA published a position paper titled 
Educational Preparation for Nurse Practitioners and 
Assistants to Nurses (American Nurses Association, 
1965). Although not all nursing historians agree, this 
paper, which subsequently created conflict and divi- 
sion within nursing, had a significant influence on the 
growth of baccalaureate education in nursing. In pre- 
paring the position paper, the ANA studied nursing 
education, nursing practice, and trends in health care, 
although the ANA did not refer to a critical, ground- 
breaking change in American health care that occurred 
in 1965—the implementation of Medicare and Medic- 
aid. The ANA concluded that baccalaureate education 
should become the foundation for professional practice. 
Major recommendations included the following: 

1. Education for all those who are licensed to practice 
nursing should take place in institutions of higher 
learning. 

2. Minimum preparation for entering professional 
nursing practice should be the baccalaureate degree 
in nursing. 

3. Education for assistants in health service occupa- 
tions should consist of short, intensive preservice 
programs in vocational education institutions rather 
than on-the-job training programs. 

Despite tremendous opposition from proponents of 
diploma and ADN programs, in 1979 the ANA further 
strengthened its stance by proposing three additional 
positions (ANA, 1979): 

1. By 1985 the minimum preparation for entry into 
professional nursing practice should be the BSN. 

2. Two levels of nursing practice should be identified 
(professional and technical) and a mechanism to 
devise competencies for the two categories estab- 
lished by 1980. 

3. There should be increased accessibility to high- 
quality career mobility programs that use flexible 
approaches for individuals seeking academic 
degrees in nursing. 

The controversy created by the 1965 ANA position 
paper and the 1979 additions continued for many years. 
Practicing nurses across the United States, who were 
mainly diploma program graduates, as well as hospitals 
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supporting diploma programs vehemently protested the 
recommendations. 

In 1970 the National Commission for the Study of 
Nursing and Nursing Education published a report titled 
An Abstract for Action (Lysaught, 1970). Also known as 
the Lysaught Report, it made recommendations con- 
cerning the supply and demand for nurses, nursing 
roles and functions, and nursing education. Among the 
priorities identified by this study were (1) the need for 
increased research into both the practice and the edu- 
cation of nurses and (2) enhanced educational systems 
and curricula. 

In the mid-1980s, the National Commission on 
Nursing suggested that the major block to the advance- 
ment of nursing was the ongoing conflict within the 
profession about educational preparation for nurses. 
The Commission recommended establishing a clear sys- 
tem of nursing education, including pathways for educa- 
tional mobility and development of additional graduate 
education programs (De Back, 1991). 

The National League for Nursing (NLN) is another 
major national nursing group supporting the BSN as 
the entry credential. The organization’s membership 
consists of nurses, faculty, health care agencies, all types 
of nursing programs, and nonnursing citizens who are 
supportive of nursing. After much debate, in 1982 the 
NLN board of directors approved the Position State- 
ment on Nursing Roles: Scope and Preparation, which 
affirmed the BSN as the minimum educational level for 
professional nursing practice and the ADN or diploma 
as the preparation for technical nursing practice (NLN, 
1982). 

In 1996 the AACN board approved a position state- 
ment, The Baccalaureate Degree in Nursing as Minimal 
Preparation for Professional Practice. This document 
supports, among other things, articulated programs, 
which enable associate degree nurses to attain the BSN 
(AACN, 1996). This document was last updated in 2000 
and still reflects the AACN’s current position. It can be 
found online (www.aacn.nche.edu/Publications/posi- 
tions/baccmin.htm). 

The latest recommendations by influential nurs- 
ing groups demonstrate a renewed interest in mov- 
ing toward a BSN as a minimum degree for entry 
into practice. These recommendations were used 
to introduce this chapter, which will now focus on 
the current state of nursing education in the United 
States. 
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Today's Baccalaureate Education 

Today, baccalaureate programs provide education for 
students getting their first college degrees in prepara- 
tion for licensure and RNs holding associate's degrees or 
diplomas in nursing enrolling in colleges and universi- 
ties to earn a BSN. This section focuses on the program 
characteristics of prelicensure baccalaureate education. 
Baccalaureate programs for RNs are discussed later in 
this chapter. 

Basic BSN programs combine nursing courses with 
general education courses in a 4-year curriculum in a 
college or university. Students may be admitted to the 
nursing program as entering freshmen or after com- 
pleting certain liberal arts and science courses. Students 
meet the same admission requirements to the univer- 
sity as other students and often must meet even more 
stringent requirements to be admitted to the school of 
nursing with a major in nursing. (Some universities 
have departments or colleges of nursing rather than 
schools of nursing.) Courses in the nursing major focus 
on nursing science, communication, decision making, 
leadership, and care to persons of all ages in a wide vari- 
ety of settings (Fig. 4.2). 

Faculty qualifications in BSN programs are usu- 
ally higher than in other basic nursing programs. A 
minimum of a master’s degree for clinical faculty and 
a doctorate in nursing or a related field is required for 
permanent, tenure-track faculty. Some colleges and 


universities now require that all faculty, whether tenure 
track or clinical track, have an earned doctorate. The 
requirement of a doctorate ensures that nursing faculty 
members are able to meet the teaching, research, and 
service requirements expected of all faculty in univer- 
sities. 

Nursing faculty work leads to many interesting pos- 
sibilities for collaboration in unexpected places and in 
distant countries. Professional Profile Box 4.1 describes 
the experiences of Wendy Woith, PhD, RN, FAAN, in 
doing her research in Russia with health care workers 
and tuberculosis, after a lifetime of interest in that coun- 
try. The editor of this text spent more than 2 memora- 
ble weeks in Malawi, a small country in eastern Africa 
tremendously affected by HIV and malaria, teaching 
Malawian nurses how to manage two research proto- 
cols. Along with Dr. Woith, the editor spent 2 weeks 
in Russia helping nurses there plan their first nursing 
research projects and currently has a visiting profes- 
sorship at a school of nursing in China. Caring for the 
health of populations takes many different forms across 
nations. Nursing and the skills you develop provide you 
with opportunities to experience firsthand how citizens 
of other countries care for persons across the continuum 
of ages, development, and health. 

BSN graduates are prepared to take the NCLEX-RN® 
and, after licensure, assume beginning practice and ulti- 
mately leadership positions in any health care setting, 


Fig. 4.2 Clinical experience is a vitally important aspect of every basic nursing program. This student is work- 
ing with her elderly patient in a hospice setting. (Photo used with permission from iStockPhoto.) 


[PROFESSIONAL PROFILE BOX 4.1 
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FROM “DUCK AND COVER” TO TUBERCULOSIS PREVENTION 


When | was a senior in high school, my mother told me | 
needed to have a career to “fall back on” (she never men- 
tioned in what case | might need this “fall back” plan). In 
those days in the Midwest, career choices were pretty 
much limited to secretary, teacher, or nurse. | could not 
type, and | was terrified to speak in public, so by default | 
chose nursing. This was probably the best decision | ever 
made, because it has afforded me so many opportunities 
| would never have had otherwise. | started my career as 
a diploma nurse, and then almost immediately completed 
a BSN at the first RN-BSN program in my community. | 
obtained my master's degree in adult health nursing in 
1992 and completed work on my PhD in 2006. 

| spent 20 years in a hospital setting, moving from criti- 
cal care to staff development and then to director of clin- 
ical practice at a not-for-profit hospital. However, | was 
one of 60 managers who were downsized at my insti- 
tution during the reengineering craze of the 1990s. This 
was a fortuitous event (although | felt far from fortunate 
at the time!) because | ended up in a university setting 
where | was asked to provide a presentation of our skills 
laboratory to nurses visiting from Russia. During our time 
together, we discussed similarities and differences in 
nursing education and practice between our countries, 
and as a result of our conversations | was invited to Vladi- 
mir, Russia, to help advance their nursing program. | was 
asked to return in September 1999 to present at a medi- 
cal conference, and | was hooked. 

| have been intrigued by Russia for as long as | can re- 
member. | attended grade school during the early 1960s 
where we participated in “duck and cover” drills to pre- 
pare us to respond in the event of nuclear attack by the 
U.S.S.R. | remember watching news reports with Soviet 
soldiers marching through the iconic Red Square past 
St. Basil's Cathedral. This had a significant impact on my 
view of the wider world while growing up. Later, after the 
fall of the Soviet Empire, | discovered that Russia is truly a 
beautiful country, and | have been back many times since 
my initial visit. But it was the desire to help my Russian 
colleagues expand the professional recognition of nurses 
that prompted me to seek my doctorate. 

Through my work with Russian nurses, | developed an in- 
terest in the problem of tuberculosis, and this became the 
focus for my program of research. My dissertation was a 
study of treatment delay and poor adherence to tuberculosis 
medications, and | lived in Russia during the month it took 
me to conduct my research. This was quite an adventure for 
a small-town Midwestern girl who does not speak Russian! 
| remember sitting in my apartment 1 week into the study 
wondering, “What made me think | could do this?” But it 


Reference: Courtesy Wendy Woith. 


was affirming when | did complete the study and my disser- 
tation and had my first manuscript accepted for publication. 

| have formed close relationships with several nurses 
and physicians at the Medical College of Vladimir and at 
some of the area hospitals. These colleagues have served 
as members of my research team and also as co-investi- 
gators. As | build my program of research, | have moved 
from studying patient-associated issues to the impact 
nosocomial tuberculosis has on health care workers. My 
mixed-methods study on barriers and motivators to use 
of infection control measures, funded by Virginia S. Cle- 
land through the American Nurses Foundation, led to a 
feasibility study of an intervention using technology to 
motivate behavior change among Russians working in 
tuberculosis care; specifically, the intervention was de- 
signed to prompt them to wear and fit-check their respi- 
rators. Results of the feasibility study are promising, and | 
plan to expand this into a larger multisite study. 

In addition to research, | have been able to assist my 
Russian colleagues advancing nursing practice and edu- 
cation, including a trip to St. Petersburg with three other 
American nurses to present a week-long research training 
course to members of the Russian Nurses Association. 
Nursing has been an adventure that enabled me to meet 
people, go places, and do things that changed my life! 


Wendy Woith, PhD, RN, FAAN 
Associate Professor of Nursing, Mennonite College of 
Nursing, Illinois State University 
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including hospitals, community agencies, schools, clin- 
ics, and homes. Graduates with BSN degrees are also 
prepared to move into graduate programs in nursing 
and advanced practice certification programs. Programs 
granting a BSN are the most costly of the basic programs 
in terms of time and money, but the investment can 
result in long-term professional advancement. Today, 
with a great demand for BSN graduates, these nurses 
have the greatest career mobility among all basic pro- 
gram graduates in nursing. 

According to The Essentials of Baccalaureate Edu- 
cation for Professional Nursing Practice (AACN, 2008), 
nurses who graduate from BSN programs are pre- 
pared “to practice within complex health care systems 
and assume the [following] roles: provider of care; 
designer/manager/coordinator of care; and mem- 
ber of a profession” (p. 3). The AACN document also 
stressed the concepts of patient-centered care, inter- 
professional teams, evidence-based practice, quality 
improvement, patient safety, informatics, clinical rea- 
soning/critical thinking, genetics and genomics, cul- 
tural sensitivity, professionalism, and practice across 
the life span in an increasingly complex health care 
environment (p. 3). 

The challenge to enhance opportunities for students 
to pursue a career in nursing has been met in an inno- 
vative, important way by visionary nurse educators in 
Rhode Island, who opened the Rhode Island Nurses 
Institute Middle College Charter High School in Prov- 
idence. This school is for high school students who are 
interested in a career in nursing, and they continue 
at the school through their first year of college. The 
curriculum focuses on science and math skills that 
are necessary to be successful in nursing school and 
then in practice. The mission of the school is “to pre- 
pare a diverse group of students to become the highly 
educated and professional nursing workforce of the 
future” (Rhode Island Nurses Institute Middle Col- 
lege, 2018). 


Associate Degree Programs 

ADN (associate degree in nursing) education is the 
newest form of basic preparation for RN practice, begun 
in 1952 to address the post-World War II nursing short- 
age. Based on a model developed by Mildred Montag, 
EdD, during her doctoral studies, and fueled by inter- 
est in community college education after World War II, 
associate degree programs are now the most common 


type of basic nursing education program in the United 
States and graduate the most RN candidates of all the 
basic programs. 

The popularity of ADN programs can be attributed 
to several features: accessibility of community colleges, 
low tuition costs, part-time and evening study oppor- 
tunities, shorter duration of programs, and graduates’ 
eligibility to take the licensure examination for RNs. 

When first envisioned by Dr. Montag, ADN programs 
were proposed as a solution to a nursing shortage. She 
suggested a shorter program designed to prepare nurse 
technicians who would function under the supervision 
of professional nurses. ADN nurses were to work at the 
bedside, performing routine nursing skills for patients 
in acute and long-term care settings. The original ADN 
program, as outlined by Montag (1951), offered general 
education courses in the first year and nursing courses 
in the second year. Montag originally viewed the ADN 
as a final, end-point degree, not an incremental step to 
the BSN. 

In practice, Montag’s original conceptions of ADN 
programs have been greatly modified. ADN curricula 
now offer more nursing credits than she suggested. 
They also include content on leadership and clinical 
decision making, abilities that Montag did not antic- 
ipate as needed in technical nurses. Because of addi- 
tions to the curriculum, students may need to enroll 
for more than 2 years to complete the program of study. 
ADN graduates are employed in a variety of settings 
and function autonomously with BSN and diploma 
graduates. In the educational system of nursing today, 
the ADN can be a step in the progression to the BSN or 
master’s degree. 

Since 1990, the NLN Council of Associate Degree 
Programs has sought to differentiate the competencies 
of the ADN nurse from those of the BSN nurse. The 
original document, first written in 1990 (NLN, 1990), 
was revised in 2000 in response to a changing health 
care delivery system. Titled Educational Competencies 
for Graduates of Associate Degree Nursing Programs, the 
revised document identified eight core competencies 
of ADN education: professional behaviors, commu- 
nication, assessment, clinical decision making, caring 
interventions, teaching and learning, collaboration, and 
managing care (NLN, 2000). The most current version, 
Outcomes and Competencies for Graduates of Practice/ 
Vocational, Diploma, Associate Degree, Baccalaureate, 
Master’s Practice, and Research Doctorate Programs in 


TABLE 4.1 
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Landmarks in the History of Nursing Education 


1860 Florence Nightingale founded the first organized program to educate nurses at St. Thomas’ Hospital in 


London. 


1872 The “famous trio,” the first year-long training schools for nurses, was established in the United States, 
founded at Bellevue Hospital, the New England Hospital for Women and Children, and Massachusetts 


General Hospital. 


Melinda Anne “Linda” Richards became the first “trained nurse” to graduate in the United States. 
Teachers College, Columbia University, offered the first postgraduate course in hospital economics for 


nurses. 


Mary Adelaide Nutting became the first nursing professor at Teachers College, Columbia University. 
The first BSN program was established at the University of Minnesota. 
The Goldmark Report was published, the first such report focusing on hospital control of schools of nursing 


and lack of proper teacher preparation. 


Yale University established the first nursing school as a separate university department with its own dean, 


Annie VW. Goodrich. 


The first EdD in nursing was granted by Teachers College. 

The first PhD program in nursing was initiated by New York University. 

Esther Lucille Brown's report Nursing for the Future was published, recommending that basic nursing pro- 
grams be situated in colleges and universities rather than in hospitals. 

The first ADN program, based on Dr. Mildred Montag's model, was established to prepare nurse techni- 


cians. 


The University of Pittsburgh started the first PhD program in clinical nursing. 
The ANA issued a position paper advocating the BSN degree as the minimum educational preparation for 


entry into nursing practice. 


The AACN passed a resolution to create the DNP degree. 


Nursing (2012), addresses four core competencies across 
all educational levels—human flourishing, nursing judg- 
ment, professional identity, and spirit of inquiry (NLN, 
2012). Landmarks in the history of nursing education 
are listed in Table 4.1. 


External Degree Programs 

External degree programs in nursing are different 
from traditional basic nursing education in that stu- 
dents attend no classes. Learning is independent and 
is assessed through highly standardized and validated 
competency-based outcomes assessments, leading to 
the description “virtual university.’ Students are respon- 
sible for arranging their own clinical experiences in 
accordance with established standards. 

Excelsior College, formerly known as the New 
York Regents External Degree Nursing Program, is a 
well-recognized external degree model. Beginning in 
1970 with an ADN program, Excelsior College now 
offers ADN, BSN, and MSN degrees, all of which are 
accredited by the National League for Nursing Accred- 
itation Commission (NLNAC). The Excelsior College 


School of Nursing was designated by the NLN as a 
Center of Excellence in Nursing Education, 2011-2016. 
Excelsior College does not offer clinical experiences 
to those seeking a basic nursing education and as 
such they are encouraged to seek basic education that 
includes clinical instruction. 

Since 1981, the California State University Consor- 
tium has offered a statewide external BSN program. The 
California program is for RNs already holding current 
licenses to practice in the state. 

Numerous external degree programs are in existence 
today, many of which are marketed online and by direct 
mail. Prospective students must exercise caution to 
choose only bona fide accredited programs that are affil- 
iated with recognized colleges and universities. 


Articulated Programs 

In response to the demand for educational mobility, 
articulation (mobility) among programs has become 
much more common in today’s nursing education sys- 
tem. The purpose of articulation is to facilitate opportu- 
nities for nurses to increase their education. An example 
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of a fully articulated system is the licensed practical/ 
vocational nurse/associate degree in nursing/bache- 
lor of science in nursing/master of science in nursing 
(LPN/LVN/ADN/BSN/MSN) program in which stu- 
dents spend the first year preparing to be an LPN/LVN 
and the second year completing the ADN. If desired or 
necessary, students can leave the program at the end of 
the first year, take the licensure examination for LPN/ 
LVN, and return to the ADN program ata later time. On 
the other hand, they may continue study in the program 
after the initial 2 years to earn a BSN degree and even 
continue for a master’s or doctorate. 

Multiple-entry, multiple-exit programs are difficult 
to develop. A tremendous amount of joint institutional 
planning is needed to create equivalent courses and 
to keep the programs congruent across institutions. A 
change in one curriculum dictates changes in all the 
others. These challenges explain why fully articulated 
programs have been slow to develop. In increasing num- 
bers, however, articulation agreements between BSN 
and ADN programs and between ADN and LPN/LVN 
programs are being established that facilitate student 
movement among programs and accept transfer credit 
among institutions. These requirements often result in 
acceleration or advanced placement within the high- 
er-degree school. 

In spite of the difficulties in developing articulated 
programs, several state legislatures have mandated their 
public institutions to create these programs to facilitate 
upward educational mobility for nurses. Other states 
have statewide voluntary articulation plans, and still 
others have individual school-to-school agreements in 
place. 


RN-TO-BSN, ACCELERATED BSN, 
DISTANCE LEARNING: ALTERNATE PATHS 
IN NURSING EDUCATION 


In addition to the basic programs leading to entry-level 
nursing practice, alternative programs exist. 


Baccalaureate Programs for 

Registered Nurses 

After nursing organizations of the 1960s and 1970s pub- 
licly advocated for the BSN degree to be the minimum 
education level for professional practice, the demand 
for the BSN degree increased. Employers of nurses 
recognized that broadly educated nurses matched well 


with the complexities of health care. As a result, many 
supported the BSN as a requirement for career mobil- 
ity. Diploma and ADN graduates returned to school in 
increasing numbers. Today, many students enter ADN 
programs with plans to earn a BSN ultimately. Baccalau- 
reate programs for RNs allow them, as well as diploma 
nurses, to accomplish this goal. 

Historically, RNs with diplomas and associate 
degrees did not always find a place in BSN programs. 
In the early years of baccalaureate education for RNs, 
many schools required these students to take courses in 
areas the students had already mastered, constituting 
barriers for these nurses to complete their BSN degrees. 
Now, however, BSN programs recognize the importance 
of RN-to-BSN education and have developed alternative 
tracks to accommodate the unique learning needs of the 
RN student. 

Baccalaureate programs for RNs are most often 
offered by universities that also offer basic nursing 
education in baccalaureate programs. The RN students 
may be integrated with the traditional BSN students, 
or they may be enrolled in a separate or partially sep- 
arate sequence. Some baccalaureate programs for RNs 
are freestanding; that is, they are offered by colleges that 
do not have a basic BSN program or in single-purpose 
institutions. Many of these programs are now offered 
online. 

Most 4-year colleges and universities allow the trans- 
fer of general education credits from ADN programs. 
With increasing frequency, transfer credit is given for 
nursing courses as well, or there is the option of receiv- 
ing credit for previous nursing courses through a variety 
of advanced placement methods such as examinations, 
demonstrations, and portfolios. 

For diploma graduates, transfer credit is usually 
given for previous college courses, such as English, if 
they were included as part of the diploma program and 
taught by college faculty. Options for advanced place- 
ment of diploma graduates into BSN programs are 
extremely variable, and prospective RN students should 
seek detailed information to select a program that fits 
individual needs and goals. 

The demand for the BSN degree by large numbers 
of ADN and diploma graduates continues to be strong. 
More nurses are returning to school to prepare for the 
wider opportunities offered by the BSN degree. With 
broad preparation in clinical, scientific, community 
health, and patient education skills, the baccalaureate 


nurse is well positioned to move across community- 
based settings such as home health care, outpatient cen- 
ters, and neighborhood clinics, where opportunities are 
fast expanding. 


Programs for Second-Degree Students 


A noteworthy trend is the significant increase in the 
number of students with bachelor’s degrees in other 
fields making a career change to nursing. The educa- 
tional system in nursing has responded to this group of 
students by offering options to the traditional basic bac- 
calaureate education. Increasingly, baccalaureate pro- 
grams offer these students an accelerated or fast-track 
sequence, awarding either a second bachelor’s degree 
or, in some cases, an MSN. Accelerated MSN programs 
for individuals with bachelor’s degrees in another field 
are known as generic master’s degree programs. They 
usually require about 3 years to complete, depending on 
the number of prerequisite courses needed. Graduates 
take the RN licensure examination (NCLEX-RN®) after 
completing the generic master’s program. 


Online and Distance Learning Programs 

The majority of nursing programs, particularly entry- 
level programs, are still offered in the traditional way 
with in-person course work. Technological advances, 
however, have made it possible for students to take 
courses online, and a significant percentage of colleges 
and universities are now offering some or all of their 
courses online as distance learning (DL). Originally 
intended to improve educational access for nurses from 
rural areas, students enrolled in web-based courses 
today might live in the same town as the educational 
institution but have significant demands on their time 
and prefer the flexibility of online offerings. 

Master’s and doctoral programs in nursing have been 
at the forefront in the development of online programs, 
with up to 30% of MSN programs and up to 50% of doc- 
tor of nursing practice (DNP) programs now offering 
half or more of their courses online. According to the 
AACN, relatively few entry-level BSN programs offer 
half or more of their courses online, and the majority 
offer few if any online courses, although this number is 
increasing. In contrast, RN-to-BSN programs are often 
offered online. 

As more schools of nursing offer coursework and 
entire degrees through DL, the issue of adequate 
and properly supervised clinical experience arises. 
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Technology may again provide at least a partial answer 

to this dilemma through use of virtual environments. DL 

students validate their clinical competence in a number 

of traditional ways, including preceptorships, clinical 
examinations, demonstrations, and clinical portfolios. 

When the programs are properly structured, well mon- 

itored, and offered to carefully selected students, the 

achievement levels of DL students are comparable with 
those of traditional students. 

Some fraudulent online programs exist in which 
students are charged very large fees. Other programs 
may be appealing at the outset, but sometimes enrolled 
students find serious flaws in how content is delivered 
online and how their learning is evaluated. Students 
contemplating enrolling in online programs should 
be educated consumers and consider several factors 
when evaluating options, such as the reputation of the 
college or university offering the courses and access to 
faculty and student support services such as academic 
advisement or disability services. Before committing 
to an online degree program, you should answer these 
important questions: 

1. Do you have the self-discipline needed to keep up 
with assignments outside a traditional classroom set- 
ting? 

2. Do you learn best when you can interact with other 
students and faculty, or do you do well working 
alone? 


ACCREDITATION: ENSURING 
QUALITY EDUCATION 


Accreditation of educational programs in nursing 
is crucial. Although all nursing programs must be 
approved by their respective state boards of nursing 
for graduates to take the licensure examination, nurs- 
ing programs may also seek accreditation, which goes 
beyond minimum state approval. Accreditation refers 
to a voluntary review process of educational programs 
by a professional organization known as an accredit- 
ing agency, which compares the educational quality 
of the program with established standards and crite- 
ria. Accrediting agencies derive their authority from 
the U.S. Department of Education. Two agencies, the 
Accreditation Commission for Education in Nursing 
(ACEN) and the Commission on Collegiate Nursing 
Education (CCNE), are responsible for accrediting 
nursing educational programs today. 
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Accreditation of nursing schools grew out of concerns 
by leaders of the profession about the lack of quality and 
standards for nursing education. An accredited program 
voluntarily adheres to standards that protect the quality 
of education, safety, and the profession itself—in other 
words, maintains nursing’s social contract with the 
public. Accreditation provides both a mechanism and 
a stimulus for programs to initiate periodic self-exam- 
ination and self-improvement. This process assures stu- 
dents that their educational program is accountable for 
offering quality education. 

Accrediting bodies establish standards by which a 
program's effectiveness is measured. Programs under 
review prepare self-study reports that show how the 
school meets each standard. The self-study report is 
reviewed by a volunteer team composed of nursing edu- 
cators from the type of program being reviewed, and an 
on-site program review is conducted by the same team. 
After the site visit, the visitors’ report and the program's 
self-study are reviewed by the accrediting organization, 
and a decision is made about the accreditation status of 
each nursing program. 

Prospective nursing students should inquire about 
the accreditation status of any nursing program they are 
considering. Qualifying for certain scholarships, loans, 
and military service typically requires an accredited 
program. Acceptance into a graduate program in nurs- 
ing will likely depend on graduation from an accredited 
BSN program. Employers of nurses are usually inter- 
ested in hiring only nurses who are graduates of accred- 
ited programs. 

Once a program is accredited and in good standing, 
continuing accreditation reviews take place every 8 to 10 
years. Programs that do not meet standards may receive 
a warning or be placed on probation and given a specific 
time limit to correct deficiencies. Accreditation can be 
withdrawn if deficiencies are not corrected within the 
specified time. 

In 1996 the AACN organized the CCNE, which is 
recognized by the U.S. Department of Education as the 
national accrediting body for BSN and higher degree 
nursing programs. CCNE began operation in 1998 and 
has subsequently established an organizational struc- 
ture, policies and procedures, and accreditation stan- 
dards and criteria. In December 1999 CCNE received 
a recommendation from the National Advisory Com- 
mittee on Institutional Quality and Integrity, a panel of 
the U.S. Department of Education, that the Secretary 


of Education grant initial recognition of CCNE as 
a national agency for the accreditation of bachelor’s 
and graduate nursing education programs. This status 
was renewed in 2002. The establishment of a second 
national accrediting body for nursing education rep- 
resented a significant development in the evolution of 
the nursing profession. Originally commissioned as 
the National League for Nursing Accrediting Commis- 
sion (NLNAC), the ACEN is the accreditation agency 
for LPN/LVN programs, diploma programs, and ADN 
programs. Bachelor’s and higher degree programs may 
choose which of the two accrediting bodies they wish 
to use. 


TAKING THE NEXT STEPS: ADVANCED 
DEGREES IN NURSING 


A variety of economic, educational, and professional 
trends are fueling the demand for RNs with advanced 
degrees (master’s or doctorate). The evolving health care 
system requires nurses to possess increasing knowledge, 
clinical competency, greater independence, and auton- 
omy in clinical judgments. Trends in community-based. 
nursing centers, case management, complexity of home 
care, sophisticated technologies, and society's orienta- 
tion to health and self-care are rapidly causing the edu- 
cational needs of nurses to expand, thereby requiring 
graduate education. Reforms in health care are expected 
to increase the demand for nurses with master’s and 
doctoral degrees. 

Nurses who have advanced education can become 
researchers, NPs, clinical specialists, educators, and 
administrators. Some of the opportunities available to 
nurses with advanced degrees are described in Chapter 1. 
Having a workforce of highly educated nurses strength- 
ens the profession. 


Master's Education 


The purpose of master’s education is to prepare people 
with advanced nursing knowledge and clinical practice 
skills in a specialized area of practice. Teachers College, 
Columbia University, is credited with initiating gradu- 
ate education in nursing. As mentioned, beginning in 
1899, the college offered a postgraduate course in hos- 
pital economics, which prepared nurses for positions in 
teaching and hospital administration. From this begin- 
ning, there has been consistent growth in the number of 
master’s nursing programs in the United States. 


Most nurses in the 1950s and 1960s viewed the mas- 
ter’s degree in nursing as the terminal degree—that is, 
the highest degree in a profession or academic discipline. 
The master’s degree was considered the highest degree 
nurses would ever need. Early master’s programs were 
longer and more demanding than master’s programs in 
other disciplines. Master’s programs in the 1950s and 
1960s prepared students for careers in nursing adminis- 
tration and nursing education. 

With the rapid development of doctoral programs 
for nurses during the 1970s, however, the master’s 
degree was no longer considered nursing’s terminal 
degree. Programs were shortened and advanced practice 
through clinical specialization became the emphasis. 
Master’s programs in nursing are most often found in 
colleges and universities that have basic BSN programs. 
These programs may also seek voluntary accreditation 
from either ANEC or CCNE. 

Entrance requirements to master’s programs in 
nursing typically include the following: a BSN degree 
from an accredited program, licensure as an RN, 
completion of the Graduate Record Examination or 
other standard aptitude test, a minimum undergrad- 
uate grade point average of 3.0, recent work experi- 
ence as an RN in an area related to the desired area 
of specialization, and specific goals for graduate study. 
These entry requirements vary among colleges and 
universities, so prospective students need to be aware 
of specific requirements for the master’s programs to 
which they are applying. 

The average traditional program length is 18 to 24 
months of full-time study, although part-time study and 
accelerated curricula are far more common today than 
in the past. The curriculum includes theory, research, 
clinical practice, and courses in other disciplines. Mas- 
ter’s students generally select both an area of clinical 
specialization, such as adult health or gerontology, and 
an area of role preparation, such as informatics, admin- 
istration, or teaching. Students may be required to write 
a comprehensive examination and/or to complete a the- 
sis or research project. 

Major areas of role preparation include adminis- 
tration, case management, informatics, health policy/ 
health care systems, teacher education, clinical nurse 
specialist, NP, nurse-midwifery, nurse anesthesia, and 
other clinical and nonclinical areas of study. With the 
increasing demand for NPs, master’s programs have 
expanded their practitioner tracks. 
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The master of science (MS) and the MSN are the two 
most common graduate degrees offered. Another option 
in master’s education is the RN/MSN track, which allows 
RNs who are prepared at the associate degree or diploma 
level and who meet graduate admission requirements 
to enter a program leading to a master’s degree rather 
than a bachelor’s degree. Other recent graduate pro- 
gram options are combined degrees such as the master 
of science in nursing/master of business administration 
(MSN/MBA) for nurse administrators or the master 
of science in nursing/juris doctor (MSN/JD) for nurse 
attorneys. Clearly diversity in nursing education extends 
to the graduate as well as the basic level. 


Doctoral Education 


Doctoral programs in nursing prepare nurses to become 
faculty members in universities, administrators in 
schools of nursing or large medical centers, researchers, 
theorists, and advanced practitioners. Doctoral pro- 
grams in nursing offer several degree titles. These can be 
divided into two categories: a research-focused degree— 
doctor of philosophy (PhD)—and a practice-focused 
degree—doctor of nursing practice. 


History of Doctoral Education in Nursing 


Formal doctoral education for nurses began at Columbia 
University’s Teachers College in 1910 with the creation 
of the Department of Nursing and Health. The first stu- 
dent completed work for the doctor of education (EdD) 
in nursing education and was awarded the doctorate in 
1932. In 2016 the Teachers College of Columbia Univer- 
sity began offering an online program leading to an EdD 
in nursing education. 

In 1934 New York University initiated the first PhD 
program for nurses. The programs at Teachers College 
and New York University provided many of the pro- 
fession’s early leaders, who worked over the years for 
improvements in nursing education. From 1934 through 
1953, no new nursing doctoral programs were opened. 
In 1954 the University of Pittsburgh opened the first 
PhD program in clinical nursing and clinical research 
in the United States. By the end of the 1950s, only 36 
doctoral degrees had been awarded in nursing (Parietti, 
1990). 

Because of the limited number of nursing doctoral 
programs, most nurses in the 1950s and 1960s earned 
doctorates in nonnursing fields, such as education, 
sociology, and physiology. Doctoral education for 
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nurses moved into a new phase when the federal gov- 
ernment initiated nurse scientist programs in 1962, 
which awarded the doctor of nursing science (DNS, 
DNSc, DSN) degrees. These programs were created to 
increase the research skills of nurses and provide fac- 
ulty for the development of doctoral programs in nurs- 
ing. The nurse scientist programs were discontinued 
in 1975 after more universities began offering doctoral 
programs in nursing. Some universities converted 
these degrees retroactively to PhD degrees (Ponte and 
Nicholas, 2015). 


Current Status of Doctoral Education in Nursing 


The research-focused doctorate for students with prior 
degrees in nursing is the PhD. The PhD is an academic 
degree and prepares nurse scholars for research and the 
development of theory. Nurses with PhDs focus their 
work on the development of the science of nursing. 
Some nurses hold the doctor of nursing science degree. 
It is an academic research degree that has generally been 
phased out in the United States but is recognized to be 
the equivalent of a PhD. Other countries award the DNS 
as the terminal degree (highest academic degree) in 
nursing. In the United States, the PhD is the terminal 
degree. 

In October 2004 the members of the AACN debated 
and passed a resolution calling for a new doctorate, the 
DNP (AACN, 2004). Designed to replace the master’s 
degree, the DNP would be required to be completed by 
nurses who wish to practice in advanced roles, such as 
NP or nurse-midwife. Proponents of this change sug- 
gested that it would put nursing on an even footing 
with other health care disciplines that require a clinical 
doctorate. Detractors argued that the proposed change 
could increase confusion within and outside the pro- 
fession about the qualifications of nurses prepared 
at the doctoral level; it could also discourage nurses 
from seeking the PhD in nursing and thereby further 
deepen the shortage of nurse faculty prepared in the 
manner of other professors on college and university 
campuses (Dracup and Bryan-Brown, 2005). Despite 
early concerns, the degree has proven to be popular, 
and increasing numbers of universities are offering 
the DNP. The number of programs and graduates has 
grown rapidly. DNPs may be part of a solution to the 
shortage of primary care physicians, which will add to 
the profession’s credibility (Croasdale, 2008; Landro, 
2008). 


Enrollment trends indicate that there is continued 
demand for all types of doctoral education in nurs- 
ing. The number of programs, as well as the number 
of requests for admission to these programs, continues 
to increase. This trend has partially stemmed from the 
requirement of a doctorate for academic advancement 
and tenure for university nursing faculty. A research 
doctorate is typically required to become a competent 
researcher who can compete for grants and develop nurs- 
ing science; PhD-prepared nurses can assist DNP nurses 
in the development of sound research. DNP-prepared 
nurses move research into practice. This advances the 
profession as a whole. Large numbers of nurses with 
doctorates will continue to be needed in the future as 
positions requiring this degree expand in universities 
and throughout the health care system. In Professional 
Profile Box 4.2 you can read about Tom Bush, DNP, 
FNP-BC, FAANBP, a nurse practitioner who decided to 
complete his DNP after several years of advanced prac- 
tice as a family nurse practitioner in an orthopedic clinic 
in an academic medical center. 


BECOMING CERTIFIED: VALIDATING 
KNOWLEDGE AND PROFICIENCY 


Licensure and certification are both forms of credential- 
ing of nurses. Licensure refers to state regulation of the 
practice of nursing. Licensure is required of individu- 
als at the entry point to practice and must be renewed 
periodically. It is a legal designation that ensures public 
safety by assessing basic and continuing competence. 
Certification goes beyond licensure by validating a 
high level of knowledge and proficiency in a particular 
practice area. Certification has professional but not legal 
status. 

Certification means that a certificate is awarded by 
a certifying body as validation of specific qualifications 
demonstrated by an RN in a defined area of practice. 
A comprehensive examination is required to become 
certified, as well as documentation of experience, let- 
ters of reference, and other documents. You can find a 
great deal of information about specialty certification at 
https://www.nursingworld.org/our-certifications. 

Certified nurses may have greater earning potential, 
wider employment opportunities, a broader scope of 
practice, validation of their skills, knowledge, and abili- 
ties, public recognition, a sense of personal satisfaction, 
and prestige that sets them apart from noncertified 
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FNP EARNING HIS DOCTOR OF NURSING PRACTICE DEGREE 


Neither of my parents nor extended family attended 
college so | am the first in my family to earn a college 
degree. To fund my education, | worked part time while 
earning an associate’s degree in nursing from a local 
community college in the mountains of eastern Kentucky. 
| chose nursing because of an interest in biologic and social 
science and could never have imagined the opportunities 
gained by choosing a career in nursing. 

While working as a registered nurse | soon realized the 
many rewards and challenges of the nursing profession. 
| was able to gain valuable on-the-job experience and 
work toward an advanced degree while earning a living. 
| quickly enrolled in an innovative bridge program that led 
to a master’s degree in nursing. 

My nursing career has included primary care, critical 
care, and specialty services. For the past 10 years | have 
split my time between teaching nurse practitioner stu- 
dents at the University of North Carolina at Chapel Hill 
School of Nursing and clinical practice in the Department 
of Orthopaedics at the University of North Carolina at 
Chapel Hill School of Medicine. The dual roles of clinician 
and educator have positioned me to help others realize 
the vast opportunities that are the future of nursing. 

The landmark report by the Robert Wood John- 
son Foundation and the Institute of Medicine, The 
Future of Nursing: Leading Change, Advancing Health, 
recommends that nurses achieve higher levels of 
education and training through an education system 
that promotes seamless academic progression. | have 
lived this experience, and after two decades of practice 
| chose to return to school for a doctor of nursing prac- 
tice degree at East Carolina University in Greenville, 
North Carolina. 

The skills gained from additional education enable me to 
participate more fully in interprofessional teams to meet 
the health care needs of individuals and populations in 
North Carolina and throughout the United States. As our 
nation moves toward a redesigned health care system, 
it is imperative that nurses are well positioned to lead 
the way. Nursing addresses the pathophysiology of dis- 
ease and the human response to illness. This perspec- 


Reference: Courtesy North Carolina Health News. 


nurses. Requirements for admission to certification 
programs vary, with some requiring only RN licen- 
sure and others requiring either a bachelor’s or a mas- 
ter’s degree. The ANCC, affiliated with the ANA, is 


tive helps inform my leadership role in interprofessional 
education among nurse practitioner students and phy- 
sician residents. Experience as a clinician and educator 
allows me to share clinical expertise to improve patient 
outcomes. Demonstrating nursing leadership among mul- 
tiple health care disciplines has a valuable impact on the 
next generation of clinicians. 

Doctoral nursing education enabled me to apply analyti- 
cal methodologies for the evaluation of education models 
for NP transition to practice. Postgraduate NP education 
(fellowships and residencies) is gaining popularity and is 
funded primarily by employers interested in recruiting 
and retaining qualified health care professionals. My DNP 
project produced the first evidence demonstrating that 
postgraduate education positively affects NP job satisfac- 
tion. Knowledge of factors that influence job satisfaction 
is valuable to NPs and employers considering formal post- 
graduate education programs. 

It is an excellent time to be a nurse. Together we can im- 
prove our nation’s health by building on the strengths of all 
health disciplines, celebrating the differences, and pointing 
to models of collaboration that serve our citizens well. 


Tom Bush, DNP, FNP-BC, FAANP 
East Carolina University, 2015 


the largest of the certification bodies, providing many 
certification programs for RNs at the associate degree, 
bachelor’s degree, and advanced practice levels. APNs 
certified by the ANCC must have master’s degrees and 
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demonstrate successful completion of a certification 
examination based on nationally recognized standards 
of nursing practice and designed to test their special 
knowledge and skills. For most specialties, candidates 
also must show evidence of specified clinical practice 
experience. Once granted, certification is valid for 3 to 
5 years, whereupon the individual must apply for recer- 
tification by retesting or by demonstrating continuing 
education (CE) credits and evidence of ongoing clinical 
practice. 

Nurses holding certification may use the initials RN, 
C (registered nurse, certified) after their names. Certi- 
fied bachelor’s-prepared nurses are entitled to use RN, 
BC (registered nurse, board certified). Those certified 
as Clinical specialists use APRN, BC (advanced practice 
registered nurse, board certified). Box 4.1 lists the areas 
in which the ANCC offers certification. 

Many in the nursing profession believe that nurses 
should be certified in a standardized manner by nation- 
ally recognized certifying boards only and that having 
multiple standards of certification is confusing and dis- 
advantageous to the profession. The AACN has been 
particularly vocal in this regard and issued position 
statements in 1994, 1998, and 2008. The 2008 Consen- 
sus Model emphasized standardization goals focusing 
on APRNs (APRN Consensus Work Group and the 
National Council of State Boards of Nursing APRN 
Advisory Committee, 2008). This could become a model 
for nursing certifications at all levels, thereby unifying 
certification processes and rendering them more under- 
standable by both employers and the public and thereby 
benefiting nursing. 


MAINTAINING EXPERTISE AND STAYING 
CURRENT THROUGH CONTINUING 
EDUCATION 


Continuing education (CE), also known as lifelong 
learning, is a term used to describe ways in which nurses 
maintain expertise during their professional careers. CE 
differs from staff development, which refers to how an 
agency or institution assists its employees in maintain- 
ing competence. CE opportunities are those pursued by 
individual nurses themselves and take place in a variety 
of settings: colleges, universities, hospitals, community 
agencies, professional organizations, and professional 
meetings. CE is available in many formats, such as work- 
shops, institutes, conferences, short courses, evening 


BOX 4.1 Areas of Certification by the 
American Nurses Credentialing Center 
(ANCC) in 2015 


Nurse Practitioner (NP) Certification Areas 
Acute care NP 
Adult NP 
Adult—gerontology acute care NP 
Adult—gerontology primary care NP 
Adult psychiatric-mental health NP 
Family NP 
Gerontologic NP 
Pediatric primary care NP 
Psychiatric-mental health NP 


Clinical Nurse Specialist (CNS) Certification Areas 
Adult—gerontology CNS 
Adult health CNS 
Adult psychiatric and mental health CNS 
Child/adolescent psychiatric and mental health CNS 
Pediatric CNS 


Specialty Certification 
Ambulatory care nursing 
Cardiovascular nursing 
Faith community nursing 
Forensic nursing—advanced 
Genetics nursing—advanced 
Gerontologic nursing 
Hemostasis nursing 
Informatics nursing 
Medical-surgical nursing 
Nurse executive 
Nurse executive—advanced 
Nursing case management 
Nursing professional development 
Pain management nursing 
Pediatric nursing 
Psychiatric-mental health nursing 
Public health nursing—advanced 
Rheumatology nursing 


From American Nurses Credentialing Center. Available at 
www.nursecredentialing.org. 


courses, DL, and instructional modules offered in pro- 
fessional journals and by professional organizations 
online. 

The ANCC is responsible for standards of CE, accred- 
itation of programs offering CE, transferability of CE 
credit from state to state, and development of guidelines 
for recognition systems within states. The contact hour 


is the measure of CE credit. In general, nurses receive 1 
contact hour of CE credit for each 50 or 60 minutes they 
spend in a CE course. 

Most states require some evidence of CE for license 
renewal; the requirements, however, vary from state to 
state. Once you become licensed, you will need to be 
aware of the CE requirements for your state to main- 
tain your license. Before renewing their licenses in states 
and territories with mandatory CE, nurses must provide 
evidence that they have met contact hour requirements. 
The requirement for mandatory continuing education 
is the mechanism through which a regulatory agency 
(such as a state board of nursing) ensures that nurses 
remain current in their profession. CE is required in 
most professions, including medicine, law, pharmacy, 
and accounting, among others. 


CHALLENGES: FACULTY SHORTAGES 
AND QUALITY AND SAFETY EDUCATION 
IN TODAY'S COMPLEX HEALTH 

CARE ENVIRONMENT 


A number of challenges face nursing education. Two 
major challenges are discussed in this section: (1) faculty 
and other resource shortages resulting in the inability 
of nursing programs to produce enough nurses to meet 
society's needs and (2) the need to transform nursing 
education to meet the need for quality and safety in the 
complex health care environment. 


Faculty and Other Resource Shortages 


Resulting in Lack of Nurses 

Despite the fact that enrollments in ADN and BSN 
degree programs across the nation have increased in 
recent years, the number of employed nurses still falls 
short of current needs and will fall further behind as the 
population ages. A lack of capacity in nursing schools 
was explored, and it was found to often be related to 
insufficient numbers of faculty, clinical sites, or other 
resources. 

As the general population ages, so does the nurse 
faculty population. The latest available AACN data indi- 
cated that the average age of full professors in schools 
of nursing was 62 years and the average age of associate 
professors was 58 years (AACN, 2017; http://www.aacn- 
nursing.org/Portals/42/News/Factsheets/Faculty-Short- 
age-Factsheet-2017.pdf). This trend will result in 
increasing numbers of faculty retirements in the next 
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decade; in 2005 the NLN estimated that as many as 75% 
of current nursing faculty are expected to retire by 2019 
(NLN, 2005). Faculty shortages are severe and seriously 
affect the nation’s supply of RNs. Interest in nursing 
careers is strong, but access to professional nursing pro- 
grams is increasingly difficult and is expected to become 
even more so for the foreseeable future. This represents 
a formidable challenge for the profession. 


Continuing the Evolution of Nursing 
Education: Quality and Safety 

Education for Nurses 

In response to the challenges of preparing future nurses 
adequately to “continuously improve the quality and 
safety of the health care systems,’ the QSEN project was 
funded by the Robert Wood Johnson Foundation. In 
phases 1 and 2 of the QSEN project, Drs. Linda Cronen- 
wett and Gwen Sherwood of the University of North 
Carolina at Chapel Hill School of Nursing and their team 
developed and pilot-tested approaches to curricula that 
would ensure that future nursing graduates had compe- 
tencies in patient-centered care, teamwork and collab- 
oration, evidence-based practice, quality improvement, 
and informatics (QSEN, 2012). 

In phase 3, which ended in 2012, Dr. Cronenwett 
and the AACN focused on three goals: (1) promote 
continuing innovation in the QSEN competencies and 
dissemination of these innovations; (2) develop faculty 
expertise required for students to achieve quality and 
safety competencies; and (3) create mechanisms to sus- 
tain the will to change among nursing programs through 
nursing textbooks, accreditation and certification stan- 
dards, licensure examinations, and continued com- 
petence requirements. In Professional Profile Box 4.3, 
Linda Cronenwett, PhD, RN, FAAN, describes how the 
increasing complexity of health care has demanded new 
ways of thinking about quality and safety in nursing. 

Some experts believe that education of all health pro- 
fessions is in need of systemic change. A notable exam- 
ple is the 2003 report of the IOM, Health Professions 
Education: A Bridge to Quality. This report built on the 
2001 IOM report, Crossing the Quality Chasm: A New 
Health System for the 21st Century, which recommended 
a complete restructuring of clinical education across all 
health professions (IOM, 2001). As a follow-up to the 
initial report, a multidisciplinary summit of health pro- 
fession leaders met in 2002; this high-level panel com- 
posed of 150 participants recommended the goal of “an 
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CHANGING MEANINGS OF QUALITY AND SAFETY IN NURSING EDUCATION 


During most of the 20th century, patients were cared for 
by relatively few people. Even in the hospital, it was of- 
ten one physician, one nurse per shift (working 5 days 
a week), and a head nurse who knew everything about 
each patient’s condition. A nurse could know every 
medication she gave, and disruptions during medication 
rounds were few. 

The sole purpose of nursing education was to prepare 
nurses to care for individual patients. Quality and safety 
were considered dependent on the knowledge and skills 
of individual professionals. A nurse could say, “I’m the 
best nurse on this unit. If your mother were sick, you'd 
want me caring for her. But don't bother me with com- 
mittees or performance improvement teams or being a 
better team player. That's not the work | care to do.” No 
one challenged that nurse’s definition of what it meant to 
be a good nurse. 

Today, health care is a complex enterprise. Multiple 
physicians and other health care professionals are in- 
volved in a hospitalized patient's care. Patients and 
families rarely have the same nurse 2 days in a row, 
and much nursing care is delivered by various types 
of assistants and technicians. There are thousands of 
pieces of medical equipment, multiple procedures and 
medications, and complex systems for documenting 
care. If you had to identify which professionals were re- 
sponsible for the quality and safety of a patient's care, 
it would be hard to know who to hold accountable. In 
fact, quality and safety are more likely to be related to 
the way a health care microsystem (unit, clinic, or com- 
munity-based setting) is designed to work than to the 
traits and skills of individual professionals. The reliability 
of the system is what meets or fails to meet patient 
needs, and although system reliability includes, it is not 
limited to, the quality of care any one professional gives 
any one patient. 

With the 2003 IOM Report, Health Professions Educa- 
tion: A Bridge to Quality, all educators were challenged 
to alter the process of professional development so that 
health professionals, including nurses, would graduate 
understanding and accepting that their jobs consisted 
of both caring for individual patients and continuously 
improving the quality, safety, and reliability of the health 
care systems within which they worked. The develop- 
ment of specific competencies related to patient-cen- 
tered care, interprofessional teamwork and collaboration, 


Reference: Courtesy Linda R. Cronenwett. 


evidence-based practice, safety sciences, quality im- 
provement methods, and informatics was considered an 
essential element of future curricula. QSEN was an initia- 
tive funded by the Robert Wood Johnson Foundation to 
support faculty development to accomplish this paradigm 
shift in nursing education. 

To be a good health professional into the future will 
mean knowing what constitutes good care (as it has in 
the past), but it will also mean knowing something about 
how the actual care delivered in one’s unit or clinic com- 
pares to expected or best practices in the world at large. 
Furthermore, if there is a gap between good care and the 
results of care in one’s own system, being a good health 
professional will mean knowing what one can do to close 
that gap. 

Gradually, nursing curricula are changing to meet these 
new expectations. We want you to be good nurses in this 
new world—ones who know what quality of care is all 
about. 


Linda R. Cronenwett, PhD, RN, FAAN 

Principal Investigator, Quality and Safety Education for Nurses 
(QSEN), Distinguished Professor and Former Dean, School of Nursing, 
University of North Carolina at Chapel Hill 


outcome-based education system that better prepares 

clinicians to meet both the needs of patients and the 

requirements of a changing health system” (IOM, 2003). 

Five major problems were identified in professional 

health education across disciplines (IOM, 2003): 

1. Students are not being educated to care for the 
increasingly diverse, elderly, and chronically ill 
patient populations. 

2. Students are not being prepared to work in teams, but 
once in practice, they are usually expected to work in 
interdisciplinary teams. 

3. Students are not consistently educated in how to find, 
evaluate, and use the rapidly expanding scientific evi- 
dence on which practice should be based. 

4. There is little opportunity to learn how to identify, 
analyze, and eliminate the root causes of errors and 
other quality problems in health care delivery systems. 

5. Students often are not provided basic informatics 
training to enable them to access information and 
use computerized order entry systems. 

In 2005 the NLN issued a position statement titled 
Transforming Nursing Education. This statement pro- 
moted evidence-based education—that is, educational 
practices based on research into best educational prac- 
tices rather than “tradition, past practices, and good 
intentions” (NLN, 2005, p. 1). There is an increased 
emphasis on evidence-based practice in today’s evolv- 
ing health care environment. The NLN statement of a 
decade ago shaped the view of the faculties of schools of 
nursing in terms of designing and implementing edu- 
cational practices in which the focus is on developing 
professional nursing practice that is evidence based. 


COLLABORATION IN HEALTH CARE 
EDUCATION: INTERPROFESSIONAL 
EDUCATION 


Interprofessional education (IPE) is a highly signifi- 
cant and recent development in the training of nurses, 
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physicians, social workers, pharmacists, and other 
health care professionals, in which students in these 
disciplines take courses and have clinical experiences 
together. IPE involves structural changes in health care 
education to think beyond the traditional model in 
which health care professionals are educated separately, 
often without understanding the focus and expertise 
of practitioners in other disciplines. IPE enhances the 
development of respect across disciplines, increased 
understanding of the roles of other disciplines, and bet- 
ter communication among practitioners. Health care 
is more effective when delivered collaboratively using 
teamwork among health care professionals. Interpro- 
fessional teamwork and collaboration has the poten- 
tial to increase patient satisfaction, decrease errors and 
improve safety, and be more cost effective (Derouin 
et al., 2018). In 2011 the IOM encouraged the health 
care professions to think differently about education, 
given the increasingly obvious need for collaboration 
among the professions to provide optimal health care 
and improve outcomes (IOM, 2015). Early adopters of 
IPE have begun to publish their experiences, with one 
noting that “IPE and practice are crucial to the devel- 
opment of future health care professionals” (Derouin 
et al., 2018, p. 225). 

The important thing for students of nursing to 
recognize is that nursing organizations and leaders 
are constantly analyzing the changes in the health 
care system and working to set standards by which 
high-quality education nursing programs can be 
designed, implemented, and evaluated. The complex- 
ity of health care delivery systems, the various popu- 
lations served, the shortage of faculty, and the lack of 
human and financial resources make this a challenging 
task. However, there is no question that nursing edu- 
cation—including movement toward interprofessional 
education—will continue to evolve and to be respon- 
sive to the significant changes in today’s health care 
environment. 


e Concept: First provided in hospitals, entry-level 
nursing education has evolved into three major types 
of basic programs, diploma, ADN, and BSN, each of 
which has a range of features. 

Challenge: The differing levels of education for entry 
into practice pose a problem for nursing that has 


yet to be resolved, although an increasing number 
of employers are requiring at least a BSN. 

e Concept: Alternatives such as bachelor’s degree programs 
for RNs, external degree programs, accelerated options 
for postbaccalaureate students, and online programs con- 
tribute to a rich yet complex educational picture for RNs. 
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Challenge: Standardization of nursing education 
across the various programs becomes a challenge 
across these various educational offerings. 

Concept: Voluntary accreditation is designed to 

ensure the quality of nursing education programs. 

Challenge: Students are often not aware of their pro- 
gram’s accreditation status. Graduate programs 
require that applicants be graduates of accredited 
schools of nursing. 

Concept: Schools have found it necessary to restrict 

enrollments because of faculty shortages, lack of clin- 

ical sites, and budget constraints. 

Challenge: Nursing leaders must work to make nurse 
faculty positions attractive in terms of compen- 
sation and work environment. At a time of eco- 
nomic volatility, this is a particularly difficult 
challenge for nursing. 

Concept: Lifelong learning through CE is considered 

essential for all professionals, particularly in prac- 

tice-based disciplines such as nursing. 

Challenge: States vary on their requirements for CE 
for license renewal. Even if your state does not 
require CE, your professional responsibility is to 
stay current in practice through CE opportunities. 

Concept: The problem of reduced resources in nurs- 

ing education may soon reach crisis proportions and 

poses a threat to smaller schools and universities. 


Challenge: The underfunding of higher education in 
general and, in particular, diminishing sources of 
federal and state funding for schools of nursing 
require the attention of nurse leaders to ensure 
an adequate workforce of well-educated nurses to 
manage today’s complex health care problems. 

Concept: QSEN was developed to meet the challenge 

of ensuring competencies of nursing graduates in 

patient-centered care, teamwork and collaboration, 
evidence-based practice, quality improvement, and 
informatics. 

Challenge: QSEN and other initiatives required a 
change in thinking about nursing education and 
the way nurses practice to ensure the best possi- 
ble patient outcomes in a health care environment 
where resources are strained. 

Concept: IPE is a new and developing model of 

education for health care providers across dis- 

ciplines in response to the increasing need for 
professional collaboration to optimize patients 
health outcomes. 

Challenge: IPE is not yet widespread; however, nurs- 
ing stands to benefit from IPE through its poten- 
tial to elevate communication, create shared 
goals, and increase respect across health care 
disciplines. 


. Watch Sentimental Women Need Not Apply (avail- 
able on DVD). How does your experience of nursing 
school compare with that of students a century ago? 
What challenges to nursing have not changed over 
time? 

. How did you determine which type of basic 
nursing program you entered? Knowing what you 
know now, what changes, if any, would you make 
in your choice? How would you advise a high 
school student interested in nursing to select a 
program? 

. Consider the challenge that states face in determin- 
ing whether a BSN should be the educational degree 
for entry into practice. Discuss the pros and cons of 
requiring a BSN to take the NCLEX-RN®. In what ways 
would the unification of nursing education strengthen 
the profession? What are the drawbacks to this 
approach? 


4. 


If you could create a curriculum for nursing school, 
what would you include? What courses have sur- 
prised you by being included in your nursing educa- 
tion? 


. Discuss the merits and drawbacks of mandatory CE 


from viewpoints of both nurses and consumers of 
nursing care. 


. What unique contributions to nursing are possible by 


nurses with master’s-degree-level education? With 
doctorates? 


. Find out if your school has implemented QSEN com- 


petencies. How prepared are you in each of the com- 
petencies? 


. Find out if your school offers any interprofessional 


courses or experiences with other health care dis- 
ciplines. If so, consider enrolling in one or more to 
enhance your education and understanding of the 
focus and values of other health professionals. 
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Becoming a Professional Nurse: Defining 
Nursing and Socialization Into Practice 
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© To enhance your understanding of this chapter, try the Student Exercises on the Evolve site at 


http://evolve.elsevier.com/Black/professional. 


LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Describe the benefits of defining nursing and how 
this is related to professional socialization. 

e Compare early definitions of nursing with contem- 
porary ones. 

e Recognize the impact of historical, social, economic, 
and political events on evolving definitions of 
nursing. 

e Identify commonalities in existing definitions of 
nursing. 


Suppose you were to ask someone, “What do nurses do?” 
Then think about how you as a nursing student would 
answer the same question. You might be tempted to 
respond with a list of psychomotor skills such as injections, 
medication administration, and physical assessments you 
have been practicing in your clinical setting. You might 
use some of your communication skills to turn the ques- 
tion back on the person: “You are wondering about nurses. 
What is it that you think nurses do?” This might be your 
best means of buying some time until you come up with an 
answer—describing the work of nursing is not always easy. 

This chapter will help you answer this question. 
Definitions of nursing and nursing’s scope of practice 
delineate who nurses are and what they do. Definitions 
provide answers to these questions: “What is nursing?” 
“What is the role of the nurse?” “What is unique about 
nursing?” and “What are the boundaries of nursing 
practice?” Although the answers to these questions 
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¢ Understand how students’ initial images of nursing 
are transformed through professional education and 
experiences. 

e Differentiate between formal and informal socialization. 

¢ Identify factors that influence an individual's profes- 
sional socialization. 

e Describe two developmental models of professional 
socialization, and explain how they are used. 

e Describe strategies to ease the transition from student 
to professional nurse. 


seem simple, agreement on a single definition of nursing 
has been elusive; however, the careful crafting of defi- 
nitions of nursing by noteworthy nursing organizations 
has resulted in definitions that are increasingly similar 
and specific about what nursing is. 

In this chapter, definitions of nursing are explored to 
determine how they have evolved over time. Once you 
have a clear understanding of definitions of nursing, you 
will learn how to make the move from student to nursing 
student and then from nursing student to professional 
nurse. This developmental trajectory from student to pro- 
fessional nurse involves a process known as socialization, 
which occurs over time but ultimately guides you in devel- 
oping a safe and informed professional nursing practice. 
Defining nursing is an important first step in socialization. 
Having a clearer understanding of what nursing is (and, as 
Nightingale said, “What it is not”) helps you move closer to 
incorporating the values of professional practice. 
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DEFINING NURSING: HARDER THAN 
IT SEEMS 


You may be surprised to learn that finding a universally 
acceptable definition of nursing has been difficult histori- 
cally. Common responses to your question, “What do nurses 
do?” might be “They take care of people in the hospital” and 
“They help doctors” Few people outside of the health care 
setting understand who nurses are and what they do. 

Even nurses themselves have been unable to agree 
on one definition. For more than 150 years, individuals 
and organizations around the world such as the Interna- 
tional Council of Nurses (ICN), the United Kingdom's 
Royal College of Nursing (RCN), and the American 
Nurses Association (ANA) have attempted to achieve a 
consensus on a definition of nursing. In 1859 Florence 
Nightingale wrote a famous text, Notes on Nursing: What 
It Is and What It Is Not, an early attempt to define who 
and what nurses are and do. Some efforts have been 
more successful than others. 

The definitions reviewed in this chapter have become 
increasingly aligned over time. Considering the varia- 
tions in knowledge and technology during the different 
points in history when these definitions were written, 
the similarities are remarkable. All the definitions are 
rooted in history and were affected by significant polit- 
ical, economic, and social events that shaped nursing. 


Why Define Nursing? 

Having an accepted definition of nursing provides a frame- 
work for nursing practice. A definition establishes the 
parameters (or boundaries) of the profession and delin- 
eates the purposes and functions of the work of nursing. 
In addition, a definition guides the educational preparation 
of aspiring practitioners and guides nursing research and 
theory development. Importantly, a clear definition makes 
the work of nursing visible and valuable to the public and 
to policymakers who determine when, where, and how 
nurses can practice. Norma Lang, Professor and Dean 
Emerita at the University of Pennsylvania, described the 
need for definition succinctly: “If we cannot name it, we 
cannot control it, finance it, research it, teach it, or put it 
into public policy. It’s just that blunt!” (Styles, 1991). 


Definitions Clarify Purposes and Functions 

Nursing is a complex enterprise that is often confus- 
ing to its own practitioners as well as to the public. 
Defining nursing assists people to grasp its nuances, 


many of which are not readily observable. The profes- 
sion of nursing benefits when the public, other health 
care providers, policy makers, insurers, and journal- 
ists, among others, understand who nurses are and 
what they do. 


Definitions Differentiate Nursing from Other 
Health Occupations 


Five million allied health care providers in more than 
80 different occupations represent approximately 60% 
of all health care providers (Explore Health Careers, 
2018). Advances in technology require providers who 
need to be educated, hired, and oriented to their specific 
work setting and who are paid with limited health care 
dollars. These resulting costs figured greatly into the 
redesign of the health care system over the past decade 
and required the redefining of roles within the system. 
Defining nursing amid these new providers became 
even more important to avoid losing the core identity 
of nursing. Nurses have had to name and claim for their 
own what it is that nurses do. 

Furthermore, with the implementation of health 
care reforms, nursing must be clearly defined and its 
importance within the health care system unmistak- 
able. Nurses understand that they have the skills and 
expertise to address a wide variety of health issues; 
keeping nurses in key positions of influence as the 
health care system continues to take shape in the 
next few years is crucial to fulfilling nursing’s social 
contract with the public, which you read about in 
previous chapters. The ANA’s Nursing’s Social Policy 
Statement: The Essence of the Profession explicates this 
contract. 


Definitions Influence Health Policy at Local, State, 
and National Levels 
Policymakers, such as legislators and regulators, need 
a clear understanding of the role and scope of nursing. 
Without that understanding, they cannot institute good 
health care policy that maximizes use of nurses’ particu- 
lar skills to protect and improve the health of the public. 
A key reason to define nursing is that nursing practice 
is regulated at the state level. Nursing practice acts of each 
state need to reflect the widening expertise and auton- 
omy of nurses. When the roles of professional registered 
nurses (RNs), advanced practice nurses, licensed prac- 
tical/vocational nurses, and nursing assistants are well 
defined, legislators can pass progressive laws regulating 


and expanding nursing practice. Otherwise, nursing 
practice acts that are legislated by state governing bod- 
ies may restrict nursing practice and inhibit professional 
growth. 


Definitions Focus Educational Curricula and 
Research Agendas 


When nursing faculty plan the curriculum ofa school of 
nursing, one of the major determinants of the design is 
their definition of nursing. A definition of nursing pro- 
vides a good starting point for curriculum development. 
Without the foundation of a clear definition, decid- 
ing what to include in a nursing curriculum and how 
to prioritize educational needs would be very difficult 
and unwieldy. In much the same way, nurse research- 
ers cannot easily determine phenomena of interest for 
nursing unless they are clear about the boundaries and 
purposes of nursing actions that a definition of nursing 
sets in place. 


Evolution of Definitions of Nursing 


While nursing was progressing as a more formal aca- 
demic discipline and practice profession over the past 
150 years, a number of attempts were made to define 
nursing that reflect the profession’s evolution over the 
years. 


Nightingale Defines Nursing 

Florence Nightingale was the first person to recognize 
the complexities of nursing that led to difficulty in defin- 
ing it. Considering how relatively undeveloped nursing 
was during her time, Nightingale’s definitions contain 
what today we recognize as contemporary concepts. 
Remember that during Nightingale’s day, formal educa- 
tion in nursing was just beginning. In Notes on Nursing: 
What It Is and What It Is Not (originally published in 
1859), she became the first person to attempt a written 
definition of nursing, stating, “And what nursing has to 
do ... is put the patient in the best condition for nature to 
act upon him” (Nightingale, 1946, p. 75). She also wrote: 


I use the word nursing for want of a better. It has 
been limited to signify little more than the adminis- 
tration of medicines and the application of poultices. 
It ought to signify the proper use of fresh air, light, 
warmth, cleanliness, quiet, and the proper selection 
and administration of diet—all at the least expense 
of vital power to the patient. (Nightingale, 1946, p. 6) 
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Although Nightingale lived in a time when little was 
known about disease processes and effective treatments 
were extremely limited, these definitions foreshadowed 
contemporary nursing’s focus on the therapeutic envi- 
ronment as well as the modern emphasis on health 
promotion and health maintenance. She accurately 
observed that, although simply possessing observa- 
tional skills does not make someone a good nurse, with- 
out these skills a nurse is ineffective. Indeed, informed 
observation has always been an integral part of the pro- 
cesses of nursing. Nightingale was also the first person 
to differentiate between nursing provided by a profes- 
sional nurse using a unique body of knowledge and 
physical care provided by a layperson such as a mother 
caring for a sick child. 


Early 20th-Century Definitions 

Fifty years after Nightingale wrote Notes on Nursing, 
the search for a definition began in earnest. Follow- 
ing the English model, many schools of nursing had 
been established in the United States, and many nurses 
with formal education were practicing. These nurses 
sought to develop a professional identity for their rap- 
idly expanding discipline. Shaw’s Textbook of Nursing 
(1907) defined nursing as an art: “It properly includes, 
as well as the execution of specific orders, the admin- 
istration of food and medicine, the personal care of 
the patient” (pp. 1-2). Harmer’s Textbook of the Prin- 
ciples and Practice of Nursing (1922) elaborated on 
Shaw’s bare-bones definition: “The object of nursing is 
not only to cure the sick ... but to bring health and 
ease, rest and comfort to mind and body. Its object is 
to prevent disease and to preserve health” (p. 3). The 
fourth edition of the Harmer text, which showed the 
influence of coauthor and visionary Virginia Hender- 
son, redefined nursing: “Nursing may be defined as 
that service to an individual that helps him to attain 
or maintain a healthy state of mind or body” (Harmer 
and Henderson, 1939, p. 2). Henderson’s perceptions 
represented the emergence of contemporary nursing 
and were so inclusive that they remained useful over 
a long time. We will encounter her influence again in 
the next section. 


Post—World War II Definitions 

World War II helped advance the technologies avail- 
able to treat people, which, in turn, influenced nursing. 
The war also made nurses aware of the influential role 
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emotions play in health, illness, and nursing care. Hilde- 
gard Peplau (1952), widely regarded as a pioneer among 
contemporary nursing theorists and herself a psychiatric 
nurse, defined nursing in interpersonal terms: “Nursing is 
a significant, therapeutic, interpersonal process. Nursing 
is an educative instrument that aims to promote forward 
movement of personality in the direction of creative, con- 
structive, productive, personal, and community living” 
(p. 16). Peplau reinforced the idea of the patient as an 
active collaborator in his or her own care. Recently, Pep- 
lau’s notion of patient participation and collaboration in 
their health and health care has reemerged and is referred 
to as active patient engagement. Patient engagement, or 
when patients take purposeful action in improving their 
health, is a crucial factor in helping transform the cur- 
rent health care paradigm. During the late 1950s and 
early 1960s, the number of master’s programs in nursing 
rapidly increased. As more nurses were educated at the 
graduate level and learned about the research process, 
they were eager to test new ideas about nursing. Nursing 
theory was born. (See Chapter 9 for an in-depth discus- 
sion of nursing theory.) 

Dorothea Orem was one of the important theorists 
who began work during this early period of theory 
development. Her 1959 definition captures the flavor of 
her later, more completely elaborated self-care theory of 
nursing: “Nursing is perhaps best described as the giv- 
ing of direct assistance to a person, as required, because 
of the person's specific inabilities in self-care resulting 
from a situation of personal health” (Orem, 1959, p. 5). 
Orem’s belief that nurses should do for a person only 
those things the person cannot do without assistance 
emphasized the patient’s active role. 

By 1960, Henderson's earlier definition had evolved 
into a statement with such universal appeal it was 
adopted by the ICN: 


The unique function of the nurse is to assist the indi- 
vidual, sick or well, in the performance of those activ- 
ities contributing to health or its recovery (or to a 
peaceful death) that he would perform unaided if he 
had the necessary strength, will or knowledge. And 
to do this in such a way as to help him gain indepen- 
dence as rapidly as possible. (Henderson, 1960, p. 3) 


This definition of nursing was widely accepted both in 
the United States and across the world. Many believe it is 
still the most comprehensive and appropriate definition 
of nursing in existence. 


Another pioneer nursing theorist, Martha Rogers, 
included the concept of the nursing process in her defi- 
nition: “Nursing aims to assist people in achieving their 
maximum health potential. Maintenance and promo- 
tion of health, prevention of disease, nursing diagnosis, 
intervention, and rehabilitation encompass the scope of 
nursing’s goals” (Rogers, 1961, p. 86). 


Professional Association Definitions 


Nursing organizations worldwide have worked to define 
nursing, developing and revising them over time. Defi- 
nitions reviewed here include those of the ANA, the 
RCN, and the ICN. As you study these definitions, 
notice that some new concepts and terms are introduced 
in the more recent American definitions. In the United 
States nursing has defined itself as the health discipline 
that “cares,” although recent discussion suggests that 
limiting nursing to “caring” only overlooks the signif- 
icant role that nurses have in the curative processes of 
health care (Gordon, 2005). 

American Nurses Association. The ANA has pub- 
lished several definitions of nursing over the years. As 
of 2015, the ANA continued to define nursing as “the 
protection, promotion and optimization of health and 
ability, prevention of illness and injury, alleviation of 
suffering through the diagnosis and treatment of human 
response, and advocacy in the care of individuals, fami- 
lies, communities and populations” (ANA, 2015b). This 
is the definition published in both the 2003 and 2010 
editions of Nursing’s Social Policy Statement: The Essence 
of the Profession. This definition includes six essential 
features of contemporary nursing practice (ANA, 2003, 
p. 5) that the ANA still recognizes: 

* Provision of a caring relationship that facilitates 
health and healing 

¢ Attention to the range of human experiences and 
responses to health and illness within the physical 
and social environments 

¢ Integration of objective data with knowledge gained 
from an appreciation of the patient or group’s subjec- 
tive experience 

¢ Application of scientific knowledge to the processes 
of diagnosis and treatment through the use of judg- 
ment and critical thinking 

e Advancement of professional nursing knowledge 
through scholarly inquiry 

¢ Influence on social and public policy to promote 
social justice 


The wide focus of the practice of nursing is described in 
the preface to the Code of Ethics for Nurses (ANA, 2015a): 
“Nursing encompasses the prevention of illness, the allevia- 
tion of suffering, and the protection, promotion, and resto- 
ration of health in the care of individuals, families, groups, 
and communities” (p. 10). The definition of nursing and 
the ethics to which nurses are bound are intertwined. 

Royal College of Nursing. The RCN is the United 
Kingdom's voice of nursing and is the largest professional 
union of nurses in the world. This organization embarked 
on an 18-month-long initiative to define nursing, cul- 
minating in the April 2003 publication of the document 
titled Defining Nursing (RCN, 2003). In 2014 the RCN’s 
Nursing Policy and Practice Committee upheld and 
affirmed the continuing appropriateness of the 2003 defi- 
nition because it described nursing to persons who do 
not understand nursing; it clarified the role of nurses in 
multidisciplinary teams and identified areas of research 
that nursing needs to strengthen its science (RCN, 2015). 

The RCN definition of nursing has a core statement 
supported by six defining characteristics: 


Nursing is the use of clinical judgment in the provi- 

sion of care to enable people to improve, maintain, 

or recover health, to cope with health problems, and 

to achieve the best possible quality of life, whatever 

their disease or disability, until death. 

Royal College of Nursing. (2003). Defining Nursing. 
RCN, London 


The six defining characteristics are delineated by 
statements of the “particulars of nursing”: purpose, 
mode of intervention, domain, focus, value base, and 
commitment to partnership. A full description of the 
particulars is available at www.rcn.org.uk. 

International Council of Nurses. The ICN is a feder- 
ation of national nurses associations representing more 
than 13 million nurses worldwide in more than 130 coun- 
tries. Although ICN’s membership is diverse, its definition 
of nursing is similar to that of single-nation organizations 
such as the ANA and RCN. According to the ICN: 


Nursing encompasses autonomous and collabora- 
tive care of individuals of all ages, families, groups 
and communities, sick or well and in all settings. 
Nursing includes the promotion of health, preven- 
tion of illness, and the care of ill, disabled and dying 
people. Advocacy, promotion of a safe environment, 
research, participation in shaping health policy and 
in patient and health systems management, and 
education are also key nursing roles. (ICN, 2015) 
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You can learn much more about the ICN online at 
www.icn.ch. 


Definitions Developed by State Legislatures 
One of the most significant definitions of nursing is con- 
tained in the nursing practice act of the state in which 
a nurse practices. Regardless of how restrictive or per- 
missive it may be, the definition contained in a nursing 
practice act constitutes the legal definition of nursing 
in a particular state. Professional nurses must maintain 
familiarity with the latest version of the act. North Car- 
olinas Nursing Practice Act, most recently revised in 
2009, contains particularly specific language defining 
nursing (North Carolina Board of Nursing, 2009): 


“Nursing” is a dynamic discipline which includes the 
assessing, caring, counseling, teaching, referring and 
implementing of prescribed treatment in the main- 
tenance of health, prevention and management of 
illness, injury, disability or the achievement of a dig- 
nified death. It is ministering to, assisting, and sus- 
tained, vigilant, and continuous care of those acutely 
or chronically ill; supervising patients during conva- 
lescence and rehabilitation; the supportive and restor- 
ative care given to maintain the optimum health level 
of individuals, groups, and communities; the supervi- 
sion, teaching, and evaluation of those who perform 
or are preparing to perform these functions; and the 
administration of nursing programs and nursing ser- 
vices. 


Furthermore, the North Carolina Board of Nursing 
describes nursing as a dynamic discipline, described as 
both a science and an art: 


The practice of nursing is a scientific process founded 
on a professional body of knowledge. It is a learned 
profession based on an understanding of the human 
condition across the life span and the relationship of 
a client with others and within the environment. The 
practice of nursing is an art dedicated to caring and 
to assisting clients by providing sustained, vigilant, 
and continuous care to those acutely or chronically 
ill. Nurses assist clients to attain or maintain optimal 
health, implementing a strategy of care to accomplish 
defined goals within the context of a client centered 
health care plan. Nursing is a dynamic discipline that 
increasingly involves more sophisticated knowledge, 
technologies and client care activities. (North Caro- 
lina Board of Nursing, 2017) 
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What Would You Do? 


Imagine you are dining out and are seated next to a ta- 
ble where an 18-year-old woman tells her parents she 
wants to be a nurse. The parents’ reaction is one of 
disdain. They reply, “Are you serious? You want to be 
a nurse? You want to clean backsides and sling around 
bedpans for the rest of your life? Why don’t you think 
about medical school—that is much better and much 
more respectable.” The daughter, visibly upset, leaves 
the table. The parents turn to you and say, “Why would 
anyone want to be a nurse?” 

What would you do and what would you say to these 
parents? Using your thoughts and experience, as well 
as elements of definitions from this chapter, how would 
you explain and define nursing to them? You may want 
to save your response and refer to it after you graduate 
from nursing school. As you become more socialized 
into nursing, your definition will likely evolve. 


The language in this nursing practice act sounds like 
familiar nursing language. State nurses associations and 
boards of nursing actively assist legislators in drafting 
laws that accurately reflect the nature and scope of nurs- 
ing. The current nursing practice act in each state can be 
obtained online or by calling or writing the state board 
of nursing. The website www.cybernurse.com/state- 
boards.html lists the contact person and contact infor- 
mation for all 50 states and the U.S. territories of Guam, 
the Virgin Islands, and the Northern Mariana Islands. 

Before moving on to the next discussion on socializa- 
tion, take time to look at the question posed in Thinking 
Critically Box 5.1. What would you do? 


BECOMING A NURSE: SHAPING YOUR 
PROFESSIONAL IDENTITY 


Defining nursing means that you have determined the 
essential elements of being a nurse: what a nurse is and 
what a nurse does. When you first decided to become a 
nurse, you had certain preconceived notions about what 
nursing was and how you saw yourself as a nurse. Your 
desire to be a nurse may have been shaped by an illness 
experience of your own or a family member. Becoming 
a nurse may simply be something that you have always 
wanted to do without a specific event that spurred this 
desire. Or you may be pragmatic in your career choice 


by selecting a profession in which demand is high, the 
risk of unemployment is low, and the compensation 
is adequate. Whatever the reason you decided pursue 
a career in nursing, your view of nursing and what it 
entails is almost certainly going to be challenged while 
in nursing school. Your thinking about nursing should 
evolve and mature over the course of your education 
and career. 

Although many students enter the profession of 
nursing with the goal of “taking care of people,” how this 
goal is translated into practice remains something of a 
mystery until you begin your education as a nursing stu- 
dent. Being a student of nursing is the first of many steps 
in socializing you into professional practice: the goal of 
socialization is the development of professionalism. The 
goal of your nursing education is not simply teaching 
you the tasks of nursing, although they are important 
elements of your practice. The overriding goal of your 
education is to teach you to think like a nurse, to see 
the world of health care through the lens of nursing, and 
to respond to your educational and clinical experiences 
with the development of professionalism. 

This process requires that students internalize, or 
take in, new knowledge, skills, attitudes, behaviors, 
values, and ethical standards and make these a part of 
their own professional identity. For the RN returning 
to school for a bachelor of science in nursing (BSN) 
degree, a modification of an already formed profes- 
sional identity occurs. This process of internalization 
and development or modification of an occupational 
identity are known as professional socialization; it 
begins during the period when students are in formal 
nursing programs and continues as they practice in the 
“real world” 

Lai and Lim (2012) described two conditions—struc- 
tural and cultural—that are part of professional social- 
ization in nursing. Structural conditions are those in 
which one’s professional role is shaped by rules (e.g., 
job descriptions, workplace policies, carrying out pre- 
scriptions for care by physicians and other providers). 
Cultural conditions are those in which traditions, sym- 
bols, language, and other idea systems in a society are 
at work in shaping how one becomes a fully socialized 
professional nurse. The goal, then, of socialization as a 
professional nurse is the development of a professional 
identity such that the attributes of nursing become “part 
of a nurse’s personal and professional self-image and 
behavior” (p. 32). 
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Fig. 5.1 During formal socialization, students internalize the knowledge, skills, and beliefs of nursing in 
planned educational experiences and interactions with faculty and other nurses. (Photo used with permission 


from iStockphoto.) 


FROM STUDENT TO NURSE: 
FACILITATING THE TRANSITION 


Nursing faculty are concerned with creating educational 
experiences that encourage and facilitate the transition 
from student to professional nurse. You may wonder 
how this transition occurs, especially when you are 
faced with the challenges of simply figuring out what is 
going on in your classes, labs, and clinical sites. 

Learning any new role is derived from a mixture of 
formal and informal socialization. We have all been 
socialized into a variety of roles over the course of our 
lives. One that is so familiar to you now is the role of stu- 
dent in a generic sense. You learned in kindergarten that 
there are particular ways to behave in class, times to sit 
quietly and times to play, ways to get the teacher's atten- 
tion, and ways that you did not want to get the teacher's 
attention. You learned the unwritten rules of being a stu- 
dent, and, unless you were particularly incorrigible, you 
learned your role as a student early and well. 

In nursing, formal socialization includes lectures, 
online activities, assignments, and clinical experiences, 
such as planning nursing care, writing a paper on profes- 
sional ethics, learning steps of a physical examination of a 
healthy child, starting an intravenous line, practicing com- 
munication skills with a psychiatric patient, or spending 
time with a mentor (Fig. 5.1). A faculty member may serve 
as your first nursing mentor. Formal socialization proceeds 
in an orderly, building-block fashion, such that new infor- 
mation is based on previous information. For that reason, 


more advanced nursing students are often encouraged to 
manage a larger number of patients than they did as novice 
students, when their skills were fewer and less tested. 
Informal socialization includes lessons that occur 
incidentally, such as the unplanned observation of a 
nurse teaching a young mother how to care for her pre- 
mature infant, participating in a student nurse associa- 
tion, or hearing nurses discuss patient care in the nurses’ 
lounge. Part of professional socialization is simply 
absorbing the culture of nursing—that is, the rites, ritu- 
als, and valued behaviors of the profession. This requires 
that students spend enough time with nurses in work 
settings for adequate exposure to the nursing culture 
to occur. Most nurses agree that informal socialization 
experiences were often more powerful and memorable 
than formal socialization in their own development. 
Learning a new vocabulary is also part of profes- 
sional socialization. Each profession has its own jargon 
that is generally not well understood by outsiders. Pro- 
fessional students in any field usually enjoy acquiring 
the new vocabulary and practicing it among themselves. 
Although the vocabulary of any profession can be con- 
fusing and complex, students quickly become fluent as 
a function of both formal and informal socialization. 
Students should be aware, however, that certain infor- 
mal vocabulary overheard on nursing units is not always 
appropriate in professional settings and may actually be 
denigrating to patients or their families. Deciding early 
to forgo these sorts of negative characterizations is a step 
toward maturity in your professional socialization. 
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Learning any new role creates some degree of anxiety. 
You likely remember your nervousness and anxiety as 
you started college or a new job. New students may find 
themselves particularly anxious as clinical experiences 
begin—the uncertainty of the situation, the unfamiliar 
language, the presence of patients with serious medical 
diagnoses, and a keen sense of the importance of the 
work of nursing can all contribute to this anxiety. Once 
the initial anxiety and excitement of entering nursing 
school have worn off, students may find themselves 
dealing with disappointment and frustration when 
their learning expectations come into conflict with edu- 
cational realities. Students’ ideas of what they need to 
learn, when they need to learn it, and what might be the 
best way to learn it may differ from how their education 
actually unfolds. Students sometimes become disillu- 
sioned when they observe nurses behaving in ways that 
conflict with their ideas and ideals about how nurses 
should behave. Knowing in advance that these things 
may happen can help students accurately assess the 
sources of their anxiety and manage it more effectively. 


Factors Influencing Socialization 


As students progress through nursing programs, a vari- 
ety of factors challenge their customary ways of think- 
ing. These include personal feelings and beliefs, some of 
which may conflict with professional values. For exam- 
ple, if students have strong religious beliefs, they may be 
uncomfortable working with patients who have no such 
belief or whose beliefs are different from their own. Yet 
the very first statement in the Code of Ethics for Nurses 
(ANA, 2001) requires that nurses work with all patients 
regardless of their beliefs. However, if you have a strong 
moral objection to a particular belief system of a patient 
or a negative reaction to a patient based on some charac- 
teristic of the patient, you should seek out your clinical 
faculty or other professional mentor to discuss your reac- 
tion and determine how to handle your conflicted feel- 
ings in an appropriate and professional way. This is not an 
uncommon response in nursing students as their sphere 
of contact with others different from themselves grows. 
When children are growing up, they are first influ- 
enced by the values, beliefs, and behaviors of the sig- 
nificant adults around them. Later, peers become a 
significant influence. These influences also shape ideas 
about health, health care, and nursing. A common issue 
in nursing practice revolves around negative health 
behaviors of patients. If a nurse’s family valued fitness, 


for example, that nurse may have difficulty empathizing 
with an obese patient with heart disease who refuses to 
exercise despite the clear health benefits. In this example, 
a personal value (fitness) comes into conflict with a pro- 
fessional value (nonjudgmental acceptance of patients). 
Other patient issues that sometimes challenge students’ 
personal values are substance abuse, self-destructive 
behaviors, abortion, issues related to sexuality, sexual 
orientation, expression of gender identity, fertility treat- 
ments, and care at the end of life. 

All people have biases; however, unexamined biases 
are more likely to influence behavior than examined 
ones. Nurses need to be aware of their biases and discuss 
them with peers, faculty, and professional role models 
or mentors. Failure to address one’s biases may adversely 
affect the nursing care provided to certain patients. 
Professional nurses make every effort to avoid impos- 
ing their personal beliefs on others. (See Chapter 12 for 
further discussion of self-awareness and nonjudgmen- 
tal acceptance as necessary attributes of professional 
nurses.) Becoming a professional nurse requires learn- 
ing how to deal with conflicts in values such as these 
while respecting patients’ differing viewpoints. This can- 
not be taught but is the responsibility of each aspiring 
professional. Having a systematic way to examine and 
think about your actions and responses to patient sit- 
uations is a tenet of reflective practice (Sherwood and 
Horton-Deutsch, 2012). Reflective practice can help 
nurses cope with their role in a complex, emotionally 
charged health care system and concurrently help them 
develop their knowledge and nursing practice (Sher- 
wood and Zomorodi, 2014). The key point is that you 
should begin to identify and reflect on those “hot button” 
issues that seem to affect you negatively so that you can 
understand your own responses and how to set them 
aside while still providing excellent care of your patients. 

As seen from this brief overview, socialization is 
much more than the transmission of knowledge and 
skills. Socialization serves to develop a common nurs- 
ing consciousness and is the key to keeping the profes- 
sion vital and dynamic while preserving its fundamental 
focus on human responses in health and illness. 


A New Factor Influencing Socialization: 
Distance Learning 

Distance learning in nursing has become common. 
Increasing numbers of nursing schools are using tech- 
nology to deliver education to students who do not have 


access to traditional on-campus programs. Initially, 
single courses or continuing education short courses 
were offered by distance education. Today, entire nurs- 
ing curricula are offered via video teleconferencing and 
online courses, with limited time spent on campus. This 
trend is expected to continue as demand increases. Even 
in traditional nursing curricula, some content is taught 
online combined with occasional classroom sessions 
(also known as “hybrid” courses). 

Students have found distance education to be useful; 
“millennials” born in the late 1990s and early 2000s now 
at college age use technology easily and would like to 
see faculty develop courses that appeal to their comfort 
with technology and distance learning (Fichten et al., 
2015; McHaney, 2012). Questions then arise about 
whether professional attitudes and values—in other 
words, professional socialization—can be effectively 
achieved through distance education. In a compelling 
large-sample study from Canada related to distance 
learning and socialization published by Loisier in 2014 
(tonybates.ca, 2015), researchers found that despite the 
support of the idea of collaborative learning and social- 
ization via distance education, socialization does not 
occur automatically online in collaborative work and 
in fact it may conflict with distance students’ desire for 
flexible and individual learning. This finding is some- 
what at odds with Peddle, Bearman, and Nestel’s inte- 
grative review (2016) suggesting that at least with regard 
to undergraduate health professional education, dis- 
tance learning, including the use of virtual patients and 
environments, may be used successfully and with ade- 
quate socialization. 


“JUST GOING THROUGH A STAGE”: 
MODELS OF SOCIALIZATION 


The transition from student to nurse is a topic of impor- 
tance to nurse researchers interested in creating effec- 
tive means of professional socialization. During the 
1970s and 1980s, a number of models of professional 
socialization of basic and RN students were developed. 
Cohen (1981) and Hinshaw (1976) described devel- 
opmental models appropriate for beginning nursing 
students. Bandura (1977) described a type of socializa- 
tion he called modeling, which is useful when learning 
any new behavior. Benner (1984) identified five stages 
nurses pass through in the transition from novice to 
expert. Cohen’s and Benner’s models are explained in 
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more detail subsequently. Although these models were 
developed in the early 1980s, they serve to describe pro- 
cesses of transition and socialization that many faculty 
have come to recognize as almost universal among nurs- 
ing students. 


Cohen's Model of Basic Student Socialization 


Cohen (1981) proposed a model of professional social- 
ization consisting of four stages. Basing her work on 
developmental theories and studies of beginning stu- 
dents’ attitudes toward nursing, she asserted, “Students 
must experience each stage in sequence to feel comfort- 
able in the professional role” (p. 16). She believed that a 
positive outcome in all four stages is necessary for sat- 
isfactory socialization to occur. You may find yourself 
determining where you and your classmates stand amid 
these four stages. A reminder, however: although it is 
interesting and potentially useful, this model has not 
been subjected to rigorous testing or scientific valida- 
tion. However, this model does appear to fit the behav- 
iors that experienced faculty note in the development of 
students’ socialization into professional practice. 

Cohen identified the first stage in her model, stage 
I, as unilateral dependence. Because they are inexpe- 
rienced and lack knowledge, students at this stage rely 
on external limits and controls established by authority 
figures such as teachers. During stage I, students are 
unlikely to question or analyze critically the concepts 
teachers present, because they lack the necessary back- 
ground to do so. An example of a student operating in 
a unilateral dependent stage would be the student who 
agrees to a clinical assignment without questioning the 
clinical faculty’s thinking about the appropriateness of 
the assignment or what the student may gain from the 
assignment. The student absorbs the faculty’s direction 
and discussion about the patient without yet making 
linkages of his or her own in thinking about the patient's 
condition. Fundamentally, students at this stage do 
as they are told because they lack the experience and 
knowledge to question. 

In stage II (negativity/independence), students’ criti- 
cal thinking abilities and knowledge bases expand. They 
begin to question authority figures. Cohen called this 
occurrence cognitive rebellion. Students at this level 
begin to free themselves from external controls and to 
rely more on their own judgment. They think critically 
about what they are being taught. This is a stage when 
students begin to question, “Why do I have to learn 
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about this? This isn’t nursing!” or complain, “T will never 
learn to give an injection to a patient if I have to sit here 
reading about the nursing process!” This can be a stage 
where a student's fledgling independence may cause 
some lack of judgment in the clinical setting; at this 
stage, students might not consult with their clinical fac- 
ulty before attempting a new procedure because they do 
not appreciate the safety net the clinical faculty brings 
to the situation. In addition, students at this stage may 
begin to demand to care for additional or more complex 
patients, resisting their faculty’s (more informed) judg- 
ment that the student is not yet ready. 

Stage III (dependence/mutuality) is characterized by 
what Cohen described as students’ more reasoned evalu- 
ation of others’ ideas. They develop an increasingly real- 
istic appraisal process and learn to test concepts, facts, 
ideas, and models objectively. Students at this stage are 
more impartial; they accept some ideas and reject oth- 
ers. This is a time when students begin to appreciate the 
usefulness of the nursing process in organizing care and 
begin to use more sophisticated critical thinking skills. 

In stage IV (interdependence), students’ needs for 
both independence and mutuality (sharing jointly with 
others) come together. Students develop the capacity to 
make decisions in collaboration with others. The suc- 
cessfully socialized student completes stage IV with a 
self-concept that includes a professional role identity 
that is personally and professionally acceptable and 
compatible with other life roles. Faculty appreciate the 
maturity and trustworthiness that students exhibit when 
they reach this stage in their professional development. 
These students are often highly self-directed, seeking 
out learning experiences to maximize their knowledge 
before the completion of their formal education. Table 
5.1 summarizes the key behaviors associated with each 
of Cohen's stages. 


Benner’s Stages of Nursing Proficiency 


(Basic Student Socialization) 

Patricia Benner, a nurse, was curious about how nurses 
made the transition from inexpert beginners to highly 
expert practitioners. She described a process consisting 
of five stages of nursing practice, on which she based her 
1984 book, From Novice to Expert. The stages Benner 
described are “novice,” “advanced beginner,’ “competent 
practitioner; “proficient practitioner, and “expert prac- 
titioner.” Advancing from stage to stage occurs gradually 


as nurses gain more experience in patient care. Clinical 


TABLE 5.1. Cohen’s Model of Basic 
Student Socialization 


Stage Key Behaviors 


Reliant on external authority; limited 
questioning or critical analysis 

|: Negativity/ Cognitive rebellion; diminished reli- 
independence ance on external authority 

Il: Dependence/ Reasoned appraisal; begins integra- 
mutuality tion of facts and opinions following 
objective testing 

Collaborative decision making; 
commitment to professional role; 
self-concept now includes profes- 
sional role identity 


: Unilateral 
dependence 


V: Interdepen- 
dence 


Data from Cohen HA: The nurse's quest for professional iden- 
tity, Menlo Park, CA, 1981, Addison-Wesley. 


judgment is stimulated when the nurse's “preconceived 
notions and expectations” (p. 3) collide with, or are con- 
firmed by, the realities of everyday practice. 

Since its generation and publication in 1984, Ben- 
ner’s model has received and continues to receive sig- 
nificant attention from researchers testing how learning 
theories apply to adult skill acquisition (e.g., reflective 
thinking, clinical decision-making skills). Researchers 
have tested and confirmed that Benner’s model is valid 
and suggested that her stages and theory can be used for 
all adult learning situations associated with nursing care 
(Oshvandi et al., 2016). 

Benner’s novice stage, or stage I, begins when stu- 
dents first enroll in nursing school. Because they gen- 
erally have little background on which to base their 
clinical behavior, they must depend rather rigidly on 
rules and expectations established for them. Their 
practical skills are limited. For example, a novice nurse 
is faced with the request of a man who is terminally 
ill and wants to see and pet his beloved dog and faith- 
ful companion just one more time. The novice is very 
uncomfortable with the request because it is against 
the rules. The novice denies the request, citing the hos- 
pital rules. 

By the time learners enter the advanced beginner 
period, or stage II, they have discerned that a particu- 
lar order exists in clinical settings (Benner et al., 1996). 
Their performance is marginally competent. They can 
base their actions on both theory and principles but 
tend to experience difficulty in establishing priorities, 


viewing many nursing actions as equally important. 
When faced with the same situation as the novice nurse 
and the man approaching death who wants to cuddle 
and pet his dog just one last time, the advanced beginner 
nurse also has an understanding of the needs of the man 
to continue his familiar ritual, bringing him the com- 
fort and companionship he had at home with his dog. 
The advanced beginner suggests that the family bring a 
picture of the dog so the man can see his dog and reflect 
and reminisce about the good times and friendship they 
had together. 

Competent practitioners, or stage IH learners, usu- 
ally have 2 to 3 years’ experience in a setting. As a result, 
they feel competent, organized, and efficient most of the 
time. These feelings of mastery are a result of planning 
and goal-setting skills and the ability to think abstractly 
and analytically. These learners can coordinate several 
complex demands simultaneously. For example, the 
competent nurse spends a few moments at the start of 
his or her shift examining the needs of each patient and 
planning fundamental care. At this stage, the compe- 
tent nurse understands that situations change quickly 
and that planning is the best way to ensure that care 
gets implemented even when emergencies or unex- 
pected events arise. This nurse may or may not allow the 
beloved dog in the patient's room; however, the nurse 
will examine the needs of everyone carefully and many 
of the exigencies involved before making a final deci- 
sion. 

Proficient practitioners (stage IV) have typically 
been in practice 3 to 5 years. These nurses are able to see 
patient situations holistically rather than in parts, to rec- 
ognize and interpret subtleties of meaning, and to easily 
recognize priorities for care. They can focus on long- 
term goals and desired outcomes. These experienced 
nurses are likely to be leaders on their units, having a 
wealth of experience and commitment to nursing. Con- 
cerned with patient outcomes rather than institutional 
rules, the proficient nurse would likely understand in a 
holistic way the needs of the man whose life is nearing 
its end and his desire to continue a cherished ritual of 
petting and cuddling with his dog. This nurse is likely to 
allow the “rules” to be broken in deference to the needs 
of the man. 

Expert practitioner, or stage V, status is reached only 
after extensive practice experience. These nurses per- 
form intuitively, without conscious thought, automati- 
cally grasping the significance of the patient’s complete 
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TABLE 5.2 Benner’s Stages of Nursing 
Proficiency (Basic Student Socialization) 


Stage Nurse Behaviors 


|: Novice Has little background and limited 
practical skills; relies on rules and 
expectations of others for direction 

Has marginally competent skills; uses 
theory and principles much of the 
time; experiences difficulty estab- 
lishing priorities 

Feels competent, organized; plans 
and sets goals; thinks abstractly 
and analytically; coordinates several 
tasks simultaneously 

Views patients holistically; recognizes 
subtle changes; sets priorities with 
ease; focuses on long-term goals 

Performs fluidly; grasps patient needs 
automatically; responses are inte- 
grated; expertise comes naturally 


ll: Advanced 
beginner 


Ill: Competent 
practitioner 


IV: Proficient 
practitioner 


V: Expert 
practitioner 


Data from Benner P: From novice to expert: excellence and 
power in clinical nursing practice., Menlo Park, CA, 1984, 
Addison-Wesley. 


experience. They move fluidly through nursing inter- 
ventions, acting on the basis of their feeling of rightness 
of nursing action. They may find it difficult to express 
verbally why they selected certain actions, so integrated 
are their responses. To observers, their expertise seems 
to come naturally. Expert nurses on occasion have dif- 
ficulty deconstructing their work—that is, being able 
to describe what they experience clinically, because 
it comes so naturally to them. The expert nurse might 
even initiate a suggestion to the family that they bring 
the dog to the man’s bedside, because the expert recog- 
nizes and understands that this ritual that brings com- 
fort and peace is even more important to honor as death 
approaches. 

Table 5.2 summarizes Benner’s stages from novice to 
expert. Professional Profile Box 5.1 contains a descrip- 
tion of an experience very early in the nursing education 
of this text’s author that demonstrated the clear differ- 
ence between novice and expert nursing; Professional 
Profile Box 5.2 contains the description of a memo- 
rable night shift early in the career of Maureen Baker, 
PhD, CNL, RN, who as an advanced beginner faced an 
onslaught of patient complications on a postoperative 
step-down unit. 
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ri PROFESSIONAL PROFILE BOX 5.1 
FROM NOVICE TO EXPERT 


“How did she know that?” 


The difference between a novice and an expert nurse was 
demonstrated to me in a very stark way when | was in my 
first semester of nursing school. | was assigned to a sur 
gical unit with other junior students. Our clinical instructor, 
Janie, had 8 years of surgical intensive care unit experience 
as an RN and had been a faculty member for several years. 
The fact that she was 7 months pregnant never slowed her 
down in any way. Janie just always seemed to know when 
we needed her, even when we did not know we needed her. 
| had finished morning care for my patient, a kind elderly 
man who was going to be transferred to a long-term care 
facility later that morning. Because | was not busy, | asked 
one of the other students on the unit if she needed any 
help. Her patient's situation was complex, having been 
transferred from the surgical intensive care unit (ICU) 
the night before. He had a deep sacral decubitus ulcer 
that needed to be assessed, in addition to gangrene in 
his lower extremities. She asked me to help turn him so 
she could assess his sacral area. Using our best commu- 
nication skills, we told the patient exactly what we were 
going to do, that we were going to turn him on his side, 
and assured him that we were not going to hurt him. 
Being the two novices that we were, we were fasci- 
nated by the size and depth of the ulcer and spent what 
seemed like several minutes staring at it. The patient never 
complained about the position we were holding him in. We 
continued to try to figure out what to do with regard to his 
pressure sore. | finally took a look at his face and began to 
reassure him that we were almost done. Then | realized that 
he was not responding. My novice assessment: “He looks 
funny” (“funny” in an odd way, not in a humorous way). 
Thank goodness Janie, the expert nurse and clinical facul- 
ty member, was walking past the patient's door. She heard 


my novice assessment and immediately understood the 
severity of “looking funny” to a new student. In my memo- 
ry she became airborne as she dashed into the room; in re- 
ality she simply walked in, made an immediate and correct 
assessment of the patient, and called a code. He was ina 
full cardiac arrest. My novice classmate and | stood cow- 
ering in the corner as the room quickly filled with persons 
responding to the emergency. | wondered aloud, “How 
did she know that?’—with so little effort, on intuition, and 
with incredible calm, Janie took in the disastrous situation. 
| found myself envying her expertise in the resuscitation 
effort, the placement of a pacemaker in the patient, and 
coordination of his transfer back to the ICU. 

My novice assessment: “He looks funny.” Her expert 
assessment: “New students, can't describe patient. 
Complex patient. Risk for variety of complications due to 
prolonged bed rest and postop infection, unresponsive, 
cyanotic, eyes open, not breathing, no heart rate. Call 
code, lower head of bed, start CPR, make sure IV is pat- 
ent, make sure oxygen is available, etc.” 

Thankfully, Janie took my classmate and me to lunch 
that day, encouraging us to discuss what had happened 
and reassuring us that nothing we did caused him to have 
an arrest. She allowed us to work through our own con- 
siderable distress (reflective practice). And | knew that | 
wanted to be “just like her” when | first became an RN 
and later when | became a nursing faculty member. | will 
always be grateful for her example of expert nursing and 
compassionate mentoring. 


Beth Perry Black, PhD, RN, FAAN 
School of Nursing, University of North Carolina at Chapel Hill 


fi PROFESSIONAL PROFILE BOX 5.2 
FROM ADVANCED BEGINNER TO EXPERT 


“Why didn’t I think of that?” 


| was only 6 months out of new nurse orientation and 
received report on the four patients | would be caring for 
that evening in the postoperative unit. The unit, often re- 
ferred to as “the pit,” had a history of accommodating 
“heavy” —labor-intensive—and complex patients. As | 


listened to the day nurse give me report, my to-do list for 

each patient was growing by the second. 

e Anurse for 6 months and four complex postop patients. 
Four patients. 

e In bed 1, a large man who'd had coronary artery 
bypass surgery the day before had two chest tubes, a 


Foley, and an external pacemaker. In bed 2, an elderly 
man who had an active gastrointestinal (Gl) bleed 
needed to be prepped for tomorrow's bowel sur- 
gery. The GoLYTELY regimen was to begin at 6 p.m. 
(GoLYTELY ... anything but!) In bed 3, a fragile woman 
with a history of pulmonary disease was recovering 
from abdominal surgery. And one empty bed—! was 
awaiting an admission from the postanesthesia care 
unit (PACU). 
“| got this!” | thought as | gazed over my to-do list, set 
my priorities, and got to work. But as the sun began to set 


ri 


on New York City that evening, the atmosphere in “the 
pit” began to change. 

The man in bed 1, still calm and cooperative, asked if 
we were underwater. The bubbling of the chest tubes 
confused him. | quickly reassured him that we weren't 
underwater and adjusted the suction strength on the 
chest tube units. 

| began to focus my efforts on the woman, who was now 
having difficulty breathing (dyspnea). | sat her up in bed, 
listened to her lungs, adjusted her oxygen, assessed urine 
output, and gave her a scheduled dose of Lasix. At that 
time, Barbara, a gruff woman and my nursing leadership 
for the evening, strode into the room with the pace and 
manner of a drill sergeant and asked me for the unit's “bul- 
let”—a quick rundown of what is happening on the unit. 

| implemented SBAR (Situation Background Assess- 
ment Recommendation) on each patient and expressed 
concern for my dyspneic patient. Barbara listened as | 
methodically went through my nursing interventions as 
she looked over the unit, then she abruptly handed me 
her clipboard. Barbara immediately walked over to bed 3 
and, with a calm, confident, yet tender voice, introduced 
herself. She gently assisted the woman, who was breath- 
ing rapidly, to a sitting position with her legs dangling at 
the side of the bed. In a reassuring tone, Barbara told 
the patient that gravity works on the excess fluid in her 
lungs when she sits up and dangles, making it easier to 
breathe. | sensed such relief from the woman while her 
breathing improved and anxiety dissipated. And | thought 
to myself ... “Why didn’t | think of that?” 

Just then, the man with the GI bleed and GI prep began 
to have explosive bloody diarrhea, over and over again, and 
was moaning in discomfort. His daughter at the bedside 
was distraught. The lovely man in bed 1—the man who was 
calling me “sweetheart” earlier in my shift—became more 
confused. Imagine a 250-pound man with multiple tubes 
and wires calling for the cops. He said he was leaving and 
would not be held prisoner. He was going to have me ar- 
rested and began to spit at me as he attempted to pull at his 
chest tubes and hurdle the bed rails. The phone was ringing 
because the PACU was getting “slammed” with postop pa- 
tients, and the nurse wanted to give me the report for the 
patient who was on his way up to the empty bed in my unit. 

| became paralyzed with fear and doubt, not knowing what 
to do first. | was not in control of this unit, but rather the unit 
was in control of me. Karen, a resource nurse, floated in with 
calmness amid the chaos. Karen enlisted a nursing assistant 
to help her with the man with the GI bleed while | tried to 
calm down and attend to the confused patient in bed 1. 


Courtesy Maureen J. Baker. 
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Somehow that night, we restored order. | looked at my 
“to-do” list, which barely had a dent in it because all of 
my time and energy was spent on gaining control in a 
frenzied evening. Karen saw | was overwhelmed and 
exhausted at that point. She quietly reassured me and 
reminded me that nursing is a 24-hour/7-day-a-week pro- 
fession, and if | could not get to every last thing, the next 
nurse would. What was important that night was that we 
took care of our patients, not our “to-do” lists. Again | 
thought to myself, “Why didn’t | think of that?” 

This is the difference between an expert and advanced 
beginner nurse. The advanced beginner—me—defaulted 
to task-oriented behavior in an attempt to gain some sem- 
blance of control. The expert nurses—Barbara and Karen— 
used prior experience, knowledge, and intuition amid what 
| thought was chaos to deliver effective, professional care. 


Molloy College 1995, Rockville Centre, New York 
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Actively Participating in One's Own 


Professional Socialization 
Many schools of nursing have programs for RNs with 
associate degrees or diplomas to return for completion 
of their BSN degree. These students have special social- 
ization needs as they return to the classroom, sometimes 
after many years of practice. Comfortable with their 
identities as nurses, becoming a student again can chal- 
lenge adults returning to school. These are a few strate- 
gies for RN to BSN students to decrease stress associated 
with transition back to school; many of these strategies 
will be useful for students in their basic nursing educa- 
tion: 

¢ Donotlose sight of your reason for returning to school. 
Your stress is temporary, but your efforts will get you 
where you want to go professionally (e.g., certification, 
promotion, personal growth, or graduate school). 

* Be actively involved in your studies, including being 
proactive on your own behalf in approaching your 
faculty for assistance and clarification. 

¢ You may be troubled by others’ opinions of your 
return to school; however, set aside their ideas for 
your own. Remember that those who criticize you for 


BOX 5.1 


The following are 20 possible behaviors demonstrated by 
students who take responsibility for their own profession- 
al socialization. Place a check next to the behaviors you 
regularly exhibit. Be honest with yourself. 
. | interact with other students in and out of class. 
. | participate in class by asking intelligent questions 
and initiating discussion occasionally. 
. | have formed or joined a study group. 
. | use the library, labs, and teachers as resources. 
. | organize my work so that | can meet deadlines. 
. If | have a conflict with another student or a teacher, 
| take the initiative to resolve it. 
. | do not let minor personality problems distract me 
from my goals. 
. | seek out new learning experiences and sometimes 
volunteer to demonstrate new skills to others. 
. | have chosen professional role models. 
. Lam realistic about my performance. 
. | try to accept constructive criticism without becom- 
ing defensive. 
. | recognize that trying to do good work is not the 
same as doing good work. 
. | recognize that each teacher has different expecta- 
tions, and it is my responsibility to learn what is ex- 
pected by each. 


going back to school may be at least a little envious of 
your drive to reach your important career goal. 

¢ Advanced education requires that you think concep- 
tually. Not all content that you encounter is immedi- 
ately applicable to the clinical setting; it is important 
nonetheless. 

¢ Become an excellent time manager, and be disci- 
plined about how you spend your study time. 

¢ Amentor—another nurse, a more advanced student, or 
a faculty member—is an invaluable source of support. 

¢ Trust your faculty to help you, but remember that 
despite all appearances, they cannot read your mind. 
Ask for their help and guidance. 
For other ideas about how to become an active partic- 

ipant in your own socialization process, use the checklist 

in Box 5.1. 


FROM STUDENT TO EMPLOYED NURSE: 
SOCIALIZATION SPECIFIC TO THE 
WORK SETTING 


When nurses graduate, professional socialization is not 
over. In fact, the intensity of their socialization is likely 


A Do-It-Yourself Guide to Professional Socialization 


14. | demonstrate respect for my teachers’ time by mak- 
ing appointments whenever possible. 

15. | demonstrate respect for my classmates, patients, 
and teachers by never coming to class or clinical un- 
prepared. 

. | recognize my responsibility to help create an inter- 
active learning environment and am not satisfied to 
be merely an academic spectator. 

17. | participate in the student nurse association and en- 
courage others to do the same. 

18. | represent my school with pride. 

19. | project a professional appearance. 

20. One of my goals is to become a self-directed, lifelong 
learner. 


Scoring 

1-10 checks: You need to examine your behavior and 
think about taking more responsibility for your own 
socialization. 

11-15 checks: You are active on your own behalf; try to 
begin using some of the remaining behaviors on the 
list, or come up with your own. 

More than 15 checks: You are a role model of positive 
action in your own professional socialization process. 


to increase as their exposure to nursing and the culture 
of nursing increases. Most experts believe that socializa- 
tion, similar to learning, is a lifelong activity. The tran- 
sition from student to professional nurse is another of 
life’s challenges, and, similar to most challenges, it is one 
that helps people grow. 

Just about the time that students become well social- 
ized to the culture of the educational setting, they grad- 
uate and face socialization to a work setting. Most new 
nursing graduates feel somewhat unprepared and over- 
whelmed with the responsibilities of their first positions. 
Although agencies that employ new graduates realize 
that the orientation period will take time, graduates may 
have unrealistic expectations of themselves and others. 

During the early days of practice, most graduate 
nurses quickly realize that the ideals taught in school are 
difficult to achieve in everyday practice. This is largely 
a result of time constraints and can result in feelings of 
conflict and even guilt. In school, students are taught to 
spend time with patients and to consider their emotional 
as well as physical needs, and nursing students are likely 
to have a lighter patient assignment than they will have 
once they are licensed RNs in practice. Once in prac- 
tice, new nurses may find that much emphasis seems 
to be placed on finishing tasks and on documentation. 
Talking with patients, engaging in patient teaching, or 
counseling family members may not be considered cen- 
tral to care on a busy nursing unit. Early in professional 
practice, having time to do comprehensive, individual- 
ized nursing care planning, a staple of life for nursing 
students, may seem like an unrealistic luxury. 

Optimal transitions for graduate nurses to profes- 
sional practice often occur within the context of a pos- 
itive and supportive working environment (Rush et al., 
2013). Supportive relationships between nurses, demon- 
strating both recognition and acknowledgment of the 
learning and support needs of new nurses, can have a 
long-lasting impact on effectiveness in the work setting 
(Laschinger et al., 2016, p. 83). One way to strengthen 
supportive professional relationships and enhance pro- 
fessional development is through the use of social media 
(George et al., 2013). Social media is defined as forms of 
electronic communication (such as websites for social 
networking and microblogging) through which users 
create online communities to share information, ideas, 
personal messages, and other content (such as videos) 
(Merriam-Webster online dictionary, 2018). Social 
media can provide a professional space for nurses to 
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build supportive professional relationships, help develop 
nursing expertise and knowledge, and serve as an outlet 
for reflective practice in the forms of blogging or jour- 
naling. However, when using social media, nurses need 
to be extremely mindful of their employers’ policies and 
their ethical and legal responsibilities in keeping specific 
patient information private and confidential (National 
Council of State Boards of Nursing, 2011). 

An interesting suggestion offered by Kopp (2008) 
is to “listen to gossip” This can help you determine 
who is integral to the culture of the unit and give you 
insight into the idiosyncratic behaviors or responses of 
co-workers. Participating in malicious gossip is unpro- 
fessional and hurtful to others, but being aware of com- 
ments that give you insight into your new colleagues 
can help you understand the culture of the unit more 
quickly. For instance, you may overhear two co-workers 
discussing a third: “Alan is in the middle of everything. 
He manages to get appointed to every task force in the 
hospital, it seems.” Now you know that Alan is a key per- 
son on the unit; however, if your co-workers had been 
speculating about the cause of Alan’s recent breakup 
with his partner, you need to remove yourself from the 
conversation because that is unprofessional and no one’s 
business except Alan’s. 

Speed of functioning is another area in which new 
nurses vary widely. By the end of a well-planned ori- 
entation, new graduates should be able to manage an 
average patient load without too much difficulty. Time 
management is a skill that is closely related to speed 
of functioning. Managing your time well means man- 
aging yourself well and requires self-discipline. The 
ability to organize and prioritize nursing care for a 
group of patients is the key to good time management. 
Box 5.2 and Fig. 5.2 provide guidance on how to keep 
poor time management from becoming a problem 
while you are a student. Once you have established 
good time management skills, they will carry over to 
your practice setting both as a student in clinical and 
in professional practice. 

New nurses also must adapt to working with other 
care personnel, such as unlicensed assistive personnel 
(UAP; e.g., nursing assistants, patient care technicians) 
and other unlicensed persons whose help is important 
in caring for patients. Some nurses may find working 
with UAPs uncomfortable when they are unaccustomed 
to delegating, are unsure of the abilities of others, or 
believe only they can provide quality care. 


CHAPTER 5 


BOX 5.2 Time Management Self-Assessment 


Effective time management is a skill that can be devel- 
oped. Listed are principles reflecting good time manage- 
ment. For each of the statements A through J, circle the 
answer that most closely characterizes how you manage 
your time. 
A. | spend some time each day planning how to accom- 
plish school and other responsibilities. 
0. Rarely 
1. Sometimes 
2. Frequently 
. | set specific goals and dates for accomplishing tasks. 
0. Rarely 
1. Sometimes 
2. Frequently 
. Each day | make a “to-do” list and prioritize it. | com- 
plete the most important tasks first. 
0. Rarely 
1. Sometimes 
2. Frequently 
. | plan time in my schedule for unexpected problems 
and unanticipated delays. 
0. Rarely 
1. Sometimes 
2. Frequently 
. | ask others for help when possible. 
0. Rarely 
1. Sometimes 
2. Frequently 
. | take advantage of short but regular breaks to refresh 
myself and stay alert. 
0. Rarely 


An overlooked aspect of stress in new graduates is 
the sheer physical fatigue caused by 8- to 12-hour shifts 
accompanied by the standing, walking, lifting, bending, 
and stooping that patient care requires. Some new grad- 
uates will have never spent an entire shift on a unit while 
in school. When physical fatigue is combined with the 
mental and emotional stress of decision making, efforts 
to become integrated into a peer group, uncertainty 
about policies or procedures, and lack of role clarity, 
sensory overload is almost certain to occur. 

With all of this content about fatigue, gossip, 
demands of the job, and mental and emotional stress 
of decision making, it may have become evident to 
you that sometimes nursing units are difficult places to 
maintain one’s good humor, much less create a culture 
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1. Sometimes 
2. Frequently 

G. When | really need to concentrate, | work in a specific 
area that is free from distractions and interruptions. 
0. Rarely 
1. Sometimes 
2. Frequently 

H. When working, | turn down other people's requests 
that interfere with completing my priority tasks. 
0. Rarely 
1. Sometimes 
2. Frequently 
| avoid unproductive and prolonged socializing with fel- 
low students or employees during my workday. 
0. Rarely 
1. Sometimes 
2. Frequently 

. | keep a calendar of important meetings, dates, and 

deadlines and carry it with me. 
0. Rarely 
1. Sometimes 
2. Frequently 


Scoring 

Give yourself 2 points for each “Frequently,” 1 point for 

each “Sometimes,” and 0 points for each “Rarely.” 

0-10 points: You need to improve your time management 
skills. 

11-15 points: You are doing fine but can still improve. 

16-18 points: You have very good time management 
skills. 

19-20 points: Your time management skills are superior. 


of civility (Regan et al., 2017). Ariza-Montes and col- 
leagues (2013) described the issues facing nurses in 
terms of incivility, which includes bullying, and noted 
that organizational structures that are hierarchical, are 
downsizing, or whose employees do not feel empowered 
contribute to incivility. This conduct is a form of work- 
place violence that most often occurs with new nurses, 
particularly inexperienced nurses. 

A culture of civility involves respecting one another, 
honoring differences, listening and seeking common 
ground, and engaging in social discourse (Clark and 
Carnosso, 2008). Although the culture in many hospital 
units may be characterized by some degree of incivil- 
ity, there are ways to turn the culture into one of civility. 
This starts with recognizing that incivility needs to be 
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Fig. 5.2 Setting priorities is an important aspect of time man- 
agement. Use this grid to determine whether a task should go 
to the top, middle, or bottom of your daily “to-do” list—or if it 
belongs on the list at all. 


addressed, developing a framework at the institutional 
level setting and operationalizing behavioral standards, 
and being patient but persistent in creating a civil cul- 
ture from one that is toxic. Nurses have the responsi- 
bility to intervene on behalf of their colleagues who 
are being harassed or bullied; silence from the other 
nurses is a form of acquiescence to bullying (Houck 
and Colbert, 2017). Similarly, not enforcing mandates 
for civility in the workplace implies that bullies in fact 
have permission to harass (Hébert, 2017). Bullying or 
allowing others to bully is antithetical to caring, the core 
value of nursing. 


“Reality Shock": When Ideals and 
Reality Collide 


A reality of nursing today is that nurses are expected to 
provide care in a complex health care system with an 
aging population and more persons living with chronic 
illness. Working conditions are sometimes very difficult, 
especially when acuity (severity of illness) of the patients 
is high and staffing is low. Despite the rewards of a career 
spent in nursing, nursing can be difficult at times. A cur- 
rent challenge in nursing is retention: keeping nurses in 
nursing. Replacing nurses who leave is extremely expen- 
sive for hospitals and other health care facilities. Many 
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of the difficulties faced by nurses now are not very differ- 
ent from other times of shortage when the needs of the 
health care system were greater than the profession of 
nursing could address. This section is intended to leave 
you in a more powerful position to understand some of 
the negative feelings you may experience as you make 
the transition into professional nursing. Because “fore- 
warned is forearmed,’ discussion is included of not only 
how to recognize these feelings but also how to manage 
them so that you will remain an involved, well-prepared, 
and productive professional nurse. 
“Reality shock” (Kramer, 1974) was a term used to 
describe the feelings of powerlessness and ineffective- 
ness experienced by new graduates, a term that is still 
relevant more than four decades later. Psychological 
stresses generated by reality shock decrease the ability of 
individuals to cope effectively with the demands of the 
new role. Causes of reality shock include the following: 
¢ Absence of positive reinforcement (such as one gets from 
clinical faculty) and lack of frequent communication 
¢ Lack of support, such as the availability of faculty that 
students have 

* The gap between the ideals taught in school and the 
actual work setting 

¢ The inability to provide nursing care effectively 
because of circumstances such as a heavy case load 
or time constraints 
Unfortunately, some new nurses “drop out” at this 
point, rather than taking steps to resolve reality shock. 
Kramer identified several ways nurses may drop out: 
¢ Disengaging mentally and emotionally 
¢ Driving oneself and others to the breaking point by 
trying to do it all 
¢ “Job hopping’—looking for the perfect, nonstressful 
job that is completely compatible with professional 
values 

¢ Prematurely returning to school (seeking the routine 
and known expectations of a student) 

¢ Burning out—a condition of unresolved reality shock 
with subsequent emotional exhaustion 

¢ Leaving the nursing profession entirely, which nei- 
ther nursing nor society can afford 

Much can be done to reduce reality shock in the 
transition from student to professional. Students must 
recognize that schools cannot provide enough clini- 
cal experience to make graduates comfortable on their 
first day as new nurses. They can take responsibility 
for obtaining as much practical experience as possible 
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outside of school. Working in a health care setting during 
summers, on school breaks, and on weekends may be 
helpful. The current difficult economy requires some 
students to work in addition to going to school. To 
the extent possible, they should avoid work during the 
school week or keep it to a minimum because academic 
responsibilities take priority during that time, and 
exhausted students make poor learners. Also, exhausted 
students are at risk for making clinical errors. If you are 
a student who must work in addition to going to school, 
consider letting your faculty know. They may be helpful 
to you in helping you balance your study and work time. 

Some schools offer programs in which students are 
paired with practicing nurses (preceptors) and work 
closely with them to experience life as an RN. These are 
sometimes called shadowing programs. If your school 
offers such a program, take advantage of it. If not, seek 
out information about similar programs at area hospi- 
tals. Many agencies, including hospitals and the military, 
are now providing excellent opportunities for students 
nearing graduation to function in expanded roles. 

Nursing residency programs are 1-year programs that 
offer the new nurse graduate clinical and educational activ- 
ities to facilitate the transition to professional practice and 
enhance competence, confidence, and professional devel- 
opment. Nursing residency programs can help to bridge 
the gap between academic preparation and competency 
development in the clinical setting (Letourneau and Fater, 
2015). In the 2010 report The Future of Nursing: Leading 
Change, Advancing Health, the Institute of Medicine (IOM) 
(now the National Academy of Medicine) recommended 
nurses should have the benefit of a residency program 
at the start of their careers and during career transitions. 
Nursing residency programs, increasing in both popular- 
ity and availability, are structured programs and focus on 
specific institutional policies, procedures, and standards of 
care to help new nurses assimilate, develop, and transition 
into their professional nursing role and practice. Nurses 
receive education and training in technical skills, critical 
thinking, organizational skills, prioritization skills, profes- 
sionalism, and interprofessional communication, helping 
to ease the “reality shock” and transition from the role of 
nursing student to professional nurse. 

Existing nursing residency programs are listed by state 
and can be found at the following American Association 
of Colleges of Nursing link: http://www.aacnnursing- 
.org/Portals/42/AcademicNursing/ NRP/NRP- Partici- 
pants-by-State.pdf?ver=2017-07-17-151637-730. 


Talking with other new graduates about your feelings 
is one of the best ways to combat reality shock. Take the 
initiative to form a group for mutual support—others 
need it too. Another interpersonal strategy is to seek a 
professional mentor. A mentor is an experienced nurse 
who is committed to nursing and to sharing knowl- 
edge with less experienced nurses to help advance their 
careers. A mentor can be a great source of all types of 
knowledge, as well as another source of support. Having 
a mentor is different from having a preceptor. Mentor- 
ing involves the formation of a long-term relationship 
through which ideas, experiences, and successful behav- 
ior patterns are shared. 

Ask a nurse whose work you wish to emulate to be 
your mentor, and identify what he or she can offer. Some 
inexperienced nurses are fearful of approaching poten- 
tial mentors with this request. They should remember 
that this process is not a one-way street; it has benefits 
to both parties because it complements and validates the 
mentor’s knowledge and self-esteem, as well as provides 
important information and support to the nurse being 
mentored. To get the most from a mentoring relation- 
ship, first understand your professional and personal 
needs, and select a mentor who seems to share your 
values and beliefs. Set up specific times to meet, and 
be willing to communicate openly with your mentor. 
A mentoring relationship is a powerful tool by which 
a new nurse can benefit from the experience, wisdom, 
and feedback from someone who has “been there’— 
who understands your experience because he or she has 
experienced the same thing. 

The Internet provides opportunities for nursing stu- 
dents to learn more about the profession of nursing 
and to assist with socialization into practice. As noted 
in Chapter 3, nurses often blog about work and work 
issues. You may find that these serve as a good outlet for 
you, both to read and to contribute to. Writing serves 
as a means of organizing one’s thoughts and helps you 
make sense of them; writing can also help you manage 
uncomfortable feelings and distress. 

Care of self is an important activity as you begin your 
career in the care of others. Recall that when you are 
traveling by plane, the flight attendants instruct you to 
put on your oxygen mask first in the case of an emer- 
gency. You are then prepared to help those around you. 
The same principle applies here. You will provide better 
care to others if you care for yourself first, such as eating 
nutritiously, exercising regularly, avoiding tobacco and 
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Fig. 5.3 Self-care, including time with friends, is an important aspect of managing the stress of a new career. 


(Photo used with permission from iStockphoto.) 


excessive alcohol use, seeking spiritual support if that is 
important to you, and having friends outside of work— 
all of those things that you know are good for you. The 
stronger and healthier you are physically, psychologi- 
cally, and spiritually, the better prepared you are to face 
the demands of your transition into the important work 
of nursing (Fig. 5.3). 


In the final analysis, you—and only you—are respon- 
sible for your own lifelong professional socialization. 
Those nurses who maintain a good balance between 
their work and personal lives and who have reasonable 
expectations of the work of nursing without sacrificing 
their own values and ideals have great potential to be 
effective nurses over a long career. 


e Concept: Nursing has been difficult to define, 
although definitions distinguish nursing from other 
health care professions. 

Challenge: Although the definitions of nursing in 
this chapter have more in common than they have 
differences, the fluid nature and complexity of 
nursing, society, and health care may prevent the 
development of one standard definition of nursing. 

e Concept: Nurses move across a trajectory from nov- 
ice to expert, progressing from an orientation toward 
rules and procedures to a patient-centered approach 
to care that is intuitive. 

Challenge: Novices and advanced beginners should 
be alert to situations in which they need help from 
more experienced nurses in setting priorities and 
addressing patient needs. 

e Concept: A critical process through which novices 
become well-functioning professional nurses, social- 
ization occurs in both educational settings and in the 
workplace. 


Challenge: Individuals have the responsibility to 
participate actively in their own professional 
socialization by seeking out experiences that 
enhance socialization. 

e Concept: Reality shock occurs during a stressful 
period new nurses may encounter when entering 
nursing practice. 

Challenge: Identifying and understanding the stages 
of reality shock and how to resolve them can assist 
new graduates through the transition from nurs- 
ing student to practicing nurse. 

e Concept: Mentors can be valuable resources in 
enhancing and enriching the professional socializa- 
tion experience. 

Challenge: Identify an experienced nurse, colleague, 
or faculty member to help you through the transi- 
tion to practice. Then be available to mentor new 
nurses as you gain experience and move along the 
trajectory from novice to expert. 
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1. Examine your state’s nursing practice act for its defi- 
nition of nursing. How is it similar to or different 
from definitions in this chapter? 

2. From among the definitions of nursing in this chap- 
ter, determine the one you think fits most closely 
with your understanding of nursing, and explain 
your choice. 

3. How might new technologies, economic factors, 
social trends, and evolving practice options for nurses 
affect future definitions of nursing? How might these 
factors affect the scope of nursing? 

4. If you are already a practicing nurse, how has your 
personal definition of nursing changed over time? 
How have you seen the scope of nursing change since 
you entered practice? 

5. Describe how both formal and informal socialization 
experiences in school are affecting your understand- 
ing and image of nursing. 
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Practice: Legal Issues 
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©To enhance your understanding of this chapter, try the Student Exercises on the Evolve site at 


LEARNING OUTCOMES 


http://evolve.elsevier.com/Black/professional. 


After studying this chapter, students will be able to: 

e Describe the components of a model nursing 
practice act. 

e Discuss the authority of state boards of nursing. 

e Explain the conditions that must be present for 
malpractice to occur. 

¢ Identify nursing responsibilities related to 
delegation, informed consent, and confidentiality. 


Few aspects of professional nursing practice seem more 
daunting than those related to laws, rules, and reg- 
ulations. Laws, rules, and regulations that shape any 
professional practice serve to protect the public from 
practitioners who are unsafe or otherwise unqualified. 
Sometimes you may feel like the “nursing police” are 
looking over your shoulder and a malpractice attorney 
is waiting around every corner. In this chapter the goal is 
to clarify some of the basic legal issues related to nursing 
practice so you can understand their importance while 
not feeling overwhelmed. In fact, understanding nurs- 
ing as a regulated profession can give you confidence by 
understanding the purpose of boards of nursing respon- 
sible for setting limits on practice, knowing the scope of 
your practice, and knowing how to protect your career 
by practicing within accepted standards of care. 
Maintaining basic knowledge of the law as it relates 
to professional nursing practice is especially important 


e Explain the legal responsibilities of nurses to enforce 
professional boundaries, including the use of social 
media. 

e Describe strategies nurses can use to protect their 
patients, thereby protecting themselves from legal 
actions. 


now in this time of change in health care with expansion 
of nursing roles and practice settings. This chapter will 
give you a foundation of knowledge about the various 
ways that nursing practice is shaped and regulated by 
legislation and regulations. Nurses, especially early in 
their careers, are sometimes concerned about “breaking 
the law” regarding nursing practice or misinterpret the 
meaning and purposes of laws. Laws and regulations 
serve to protect both nurses and the patients for whom 
they are providing care. 


AMERICAN LEGAL SYSTEM 


The U.S. Constitution is the framework on which gov- 
ernance in this country is built. The purpose of the law 
in the United States is found in the Preamble to the U.S. 
Constitution: to ensure order, protect the individual per- 
son, resolve disputes, and promote the general welfare. 
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e Ensures order 


¢ Protects individuals 

e Resolves disputes 

¢ Promotes the general welfare 
l 
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Judicial Branch 


Executive Branch 


Legislative Branch 


¢ Resolves disputes 


¢ Amends the through 
common law governmental 
¢ Interprets statutory agencies 


law 


¢ Implements laws 


¢ Makes statutory law 

¢ Delegates authority 
to governmental 
agencies to create 
rules and regulations 
to meet the intent of 
statutes (administrative 
law) 


Fig. 6.1 Branches of the U.S. federal government were established by the Constitution to provide for a bal- 


ance of power. 


To achieve these broad objectives, the law concerns itself 
with the legal relationships between persons and the gov- 
ernment. All law in the United States flows from the U.S. 
Constitution and must conform to its principles. This 
means that, although states themselves have the power 
to set laws for their citizens, no state or municipality can 
make laws that are not in accordance with the intentions 
of the framers of the Constitution. These intentions are 
subject to interpretation; hence the constitutionality of 
a particular law or ruling is argued in the court system. 

The Constitution established a government in which 
the balance of power was divided among three separate 
but equal branches: (1) the executive branch, charged 
to implement law and which includes the office of the 
president at its highest level; (2) the legislative branch, 
charged to create law and which includes the U.S. Con- 
gress and other regulatory agencies that set law; and 
(3) the judicial branch, charged to interpret law and 
which includes the Supreme Court and federal court 
system (Fig. 6.1). The separate but equal branches con- 
stitute a form of government with a built-in system of 
checks and balances to keep one body from claiming 
authority not recognized in the Constitution. 

Laws are rules of conduct that are authored and 
enforced by formal authorities and hold people account- 
able for compliance. Three major types of laws govern 
American society: common law, statutory law, and 
administrative law. Common law is decisional, mean- 
ing that judges’ rulings become law. U.S. law has its 


foundation in centuries-old English common law. Every 
time a judge makes a legal decision, the body of com- 
mon law expands. 

Statutory laws (statutes) are those established through 
formal legislative processes. Every time the U.S. Congress 
or a state legislature or assembly passes legislation, the 
body of statutory law expands. 

Administrative laws are created when the legislative 
branch of a government delegates authority to govern- 
mental agencies to create laws that meet the intent of a 
statute. Both federal and state administrative laws have 
the force and effect of statutory law. 

Laws are further categorized as either civil or crim- 
inal. Civil law recognizes and enforces the rights of 
individuals in disputes over legal rights or duties of 
individuals in relation to one another. In civil cases the 
party judged responsible for the harm may be required 
to pay compensation to the injured party. In contrast, 
criminal law involves public concerns regarding an 
individual’s unlawful behavior that threatens society, 
such as murder, robbery, kidnapping, or domestic vio- 
lence. The criminal court system both defines what 
constitutes a crime and also may mandate specific 
punishments, within limits set by legislative bodies 
and the Constitution. Individuals convicted of crim- 
inal charges are punished, usually through the loss of 
some degree of their freedom, ranging from probation 
to imprisonment. They may also be required to pay 
fines. 
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Administrative cases result when a person violates the 
regulations and rules established by administrative law. In 
nursing, examples of administrative cases would be when a 
nurse practices without a valid license or beyond the scope 
of nursing practice. These cases are reviewed by state boards 
of nursing, which administer laws related to nursing prac- 
tice and determine the appropriate sanctions for the infrac- 
tion. This is discussed in more detail later in this chapter. 


STATE BOARDS OF NURSING, NURSING 
PRACTICE ACTS, AND LICENSURE 


The boundaries of the practice of nursing, medicine, 
dentistry, law, and many others are established and reg- 
ulated at the state level. This means that the legislative 
body in each state sets practice law and then assigns 
authority to implement the law to appropriate regula- 
tory agencies and boards. These laws are in the form of 
professional practice acts, which set the licensing stan- 
dards for various professions. 

The purpose of licensing certain professions is to 
protect the public health, safety, and welfare. The stat- 
ute that defines and controls nursing is called a nursing 
practice act. All 50 states, the District of Columbia, and 
several U.S. territories have nursing practice acts passed 
by their legislatures. State boards of nursing (SBNs) are 
the regulatory bodies by which nursing practice acts are 
administered and enforced. Ultimately, SBNs regulate 
nursing to protect the public from harm by unprepared 
or incompetent practitioners (Russell, 2017). 


Statutory Authority of State Nursing 

Practice Acts 

Nurses, as health care providers, have certain rights, 

responsibilities, and recognitions through various state 

laws, or statutes. The nursing practice act in each state 

accomplishes the following objectives (Russell, 2017): 

1. Defines the standards and scope of professional nurs- 
ing 

2. Describes the authority, power, and composition of 
the board of nursing 

3. Defines educational program standards 

4. Sets the minimum educational qualifications and 
other requirements for licensure 

5. Determines and protects the legal titles and abbrevi- 
ations nurses may use 

6. Provides for disciplinary action of licensees for cer- 
tain causes 


In many states, nursing practice acts also define the 
responsibilities and authorities of the SBN; thus the 
nursing practice act of the state in which nurses prac- 
tice is statutory law affecting nursing practice within 
the bounds of that state. For example, a registered nurse 
(RN) who works in Virginia practices under the nurs- 
ing practice act of Virginia, although the nurse's home 
address may be in Maryland. Maryland’s state board of 
nursing has no jurisdiction over the nurse’s practice as 
long as the nurse is working in Virginia. 

Once the law regarding nursing practice is estab- 
lished or amended by the legislature, the legislative 
branch delegates authority to enforce the law to an exec- 
utive agency, usually the SBN. SBNs are responsible for 
enforcing the nursing practice acts in the various states. 
The SBN publicizes rules and regulations that expand 
the law. The statutory law plus the rules and regula- 
tions propagated by the SBN give full meaning to the 
nursing practice act in each state. The board of nursing 
in each state has a comprehensive website containing 
crucial information for nurses practicing in that state. 
You should familiarize yourself with your SBN’s web- 
site, which will include details of how you apply for and 
maintain your nursing license once you have passed the 
licensing examination. In addition, the nursing practice 
act for your state will be featured on the website so that 
you can be informed as to the specific rules and regu- 
lations under which you will practice and the “scope of 
practice,’ which defines your care (Ballard et al., 2016; 
National Council of State Boards of Nursing [NCSBN], 
2016). Nursing practice acts are revised periodically 
to keep up with new developments in health care and 
changes in nursing practice. State nurses associations 
are usually instrumental in lobbying their state legisla- 
tors for appropriate updating of nursing practice acts. 

Because of the importance of practice acts to profes- 
sional nurses, the American Nurses Association (ANA) 
and the NCSBN have collaborated to develop suggested 
language for the content of state nursing practice acts. 
Discussions over the past two decades at the national 
level, facilitated by both the NCSBN and ANA, have 
brought a national perspective on nursing regulation to 
the state level, fostered dialogue and the development 
of more consistent standards across state lines, and 
provided increased protection for the public. The cur- 
rent NCSBN’s Model Nursing Practice Act (2014) is a 
comprehensive document developed to guide individ- 
ual states’ development and revisions of their nursing 


practice acts. The NCSBN describes the current model 
as both a standard toward which states may strive and 
a reflection of the current and changing regulatory and 
health care system environments. 


Executive Authority of State Boards 


of Nursing 

At both the federal and state government levels, the 
executive branch administers and implements law. The 
governor, who holds the state’s highest executive office, 
generally delegates the responsibility for administering 
the nursing practice act to the SBN, the agency charged 
with executing (carrying out) laws. In most states, the 
SBN consists of RNs representing different areas of 
practice and education, licensed practical/vocational 
nurses (LPNs/LVNs), and consumers (members of the 
general public). In a few states, nurses elect members 
of the SBN; otherwise, they are appointed by the gover- 
nor. The governor typically appoints consumers to the 
board. 

The SBN’s authority is limited. It can adopt rules that 
clarify general provisions of the nursing practice act, but 
it does not have the authority to enlarge the law. The law 
is set by the state governing body (legislature or assem- 
bly), and legislation is usually proposed by the SBNs, 
often in collaboration with state professional organiza- 
tions. Within these confines, SBNs have three functions 
similar to those of the federal and state governments: 

1. Executive, with the authority to administer the nurs- 
ing practice act 

2. Legislative, with authority to adopt rules necessary to 
implement the act (note that rules are different from 
laws, which are made by the state’s legislative body) 

3. Judicial, with authority to deny, suspend, or revoke a 
license or to otherwise discipline a licensee or to deny 
an application for licensure 

Each of these functions is as broad or as limited as 
the state legislature specifies in the nursing practice act 
and related laws. 

SBNs can be independent agencies in the execu- 
tive branch of state government or part of a depart- 
ment or bureau such as a department of licensure and 
regulation. Some state boards have authority to carry 
out the nursing practice act without review of their 
actions by other state officials. Others must recom- 
mend action to another department or bureau and 
receive approval of the recommendation before the 
decision is finalized. 
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Licensing Powers 


Because nursing is a regulated practice, nurses must 
hold a valid license to practice. Being granted a license 
to practice nursing takes several years of hard work, 
and keeping one’s license active and in good standing 
is a professional priority. Each state determines who is 
qualified to receive a license to practice nursing, as well 
as the limits on the license. Licensure laws may be either 
mandatory or permissive. A mandatory law requires any 
person who practices the profession or occupation to be 
licensed. A permissive law on the other hand protects 
and limits the use of the title granted in the law but does 
not prohibit persons from practicing the profession or 
occupation if they do not use the title. In other words, 
persons could practice nursing if they did not refer to 
themselves as a nurse. All states now have a mandatory 
licensure law for the practice of nursing to safeguard the 
public. This means that only licensed nurses—RNs or 
LPN/LVNs—can practice nursing and call themselves 
nurses. Unlicensed assistive personnel (UAP) such as 
certified nursing assistants (CNAs) may not refer to 
themselves as nurses. Patients often mistake the roles of 
various practitioners who are providing care; however, 
the CNAs and other UAP need to clarify with patients 
that they are not nurses when patients refer to them as 
such. 

In most states, SBNs have the authority to set and 
enforce minimum criteria for nursing education pro- 
grams. The practice act usually stipulates that an appli- 
cant for licensure must graduate from a state-approved 
nursing education program as a prerequisite to being 
admitted to the licensure examination. This means that 
schools of nursing must have state approval to operate. 
State approval requirements are generally less strin- 
gent than are national accreditation standards. Schools 
may voluntarily seek national accreditation to demon- 
strate that they meet higher than minimum standards. 
Although many other professions and occupations 
require graduation from a nationally accredited educa- 
tional program as a prerequisite of licensure, only state 
approval is currently required in nursing. Some states 
are currently undertaking rule changes to require that 
nursing programs have national accreditation to achieve 
state approval. 

Not only does the state, through the SBN, grant 
licenses, but it also has the power to sanction a nurse 
for performing professional functions in a manner 
that is dangerous to patients or the general public. 
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Sanctions range from probation, a predetermined 
period during which the nurse may not have any 
further complaints made against him or her; suspen- 
sion of the nursing license for a specific period, after 
which the nurse may resume practice; or revocation 
of the license if the infraction is especially egregious 
or the nurse shows a pattern of unsafe practice. The 
most common reason nurses are disciplined by SBNs 
is for practicing while under the influence of alcohol 
or other substance, often a narcotic taken (“diverted”) 
from the workplace. 

Historically the nursing profession has demonstrated. 
a commitment to the rehabilitation of nurses whose 
practice is impaired by mental health issues or substance 
abuse. The ANA first published a recommendation that 
a Nursing Disciplinary Diversion Act be implemented 
by states through their boards of nursing (ANA, 1990). 
Later the NCSBN published Substance Use Disorder in 
Nursing, a comprehensive resource to assist with the 
evaluation, treatment, and management of nurses with 
a substance problem (NCSBN, 2015). Nurses are esti- 
mated to misuse drugs and alcohol at approximately 
the same rate—10% to 15%—as the general population; 
however, only a small percentage of nurses are disci- 
plined each year for substance abuse. The goal of SBNs 
is to return to safe practice those nurses who have been 
identified as having a problem with drugs and/or alco- 
hol use. This is accomplished through the use of inter- 
ventions that have evidence of effectiveness. 


Licensure Examinations 

Individuals who have successfully completed their basic 
nursing education from a state-approved school of nurs- 
ing are eligible to sit for the licensing examination. The 
nurse licensure examination for RNs is the National 
Council Licensure Examination for Registered Nurses 
(NCLEX-RN®). The NCLEX-RN®, which is updated 
regularly, tests critical thinking and nursing competence 
in all phases of the nursing process. The current test plan 
can be found at the NCSBN website (www.ncbsn.org), 
where you can download a comprehensive document 
available as a PDF file. Search for “test plan” on the 
website to find a list of the most recent and up-to-date 
test plans; they are updated every 3 years. Through the 
NCSBN, each state participates in the licensing process 
through test plan and item development, periodic vali- 
dation of the examination content with current practice, 
and adoption of a minimum passing score. 


The NCLEX-RN® is administered by computer- 
ized adaptive testing (CAT) at various testing centers 
across each state at a time scheduled by the test taker. 
CAT means that the computer will determine the level 
of difficulty of the next question based on whether you 
answered the previous question correctly. This form of 
testing is believed to be as objective as possible. The 
minimum number of questions is 75; the maximum is 
265. Each person taking the examination has 6 hours to 
complete it, including breaks. You will likely hear much 
speculation about the NCLEX-RN® from classmates. 
The test stopping at 75 questions is not an indication 
that you passed or failed. What it does indicate is that 
you either clearly passed with the minimum number of 
questions or clearly failed. Because around 88% of first- 
time test takers educated in the United States pass the 
examination, the significance of “75 questions” is not 
clear or predictable. 

Test takers who are not successful in passing the 
NCLEX-RN® may take the examination again after pay- 
ing the examination fees. A waiting period of 45 days 
is required before a retake is permitted. Passing rates 
for graduates of different nursing schools are published 
online on SBNs’ websites. Passing rates for first-time test 
takers reflect the quality of the education that specific 
programs are providing. Schools with consistently high 
scores among their first-time test takers are providing 
excellent education and preparation of their graduates 
for professional nursing practice. Most if not all states 
include the first-time pass rate for each nursing school 
in their respective states. You can likely find your own 
school’s first-time pass rate on your SBN’s website. 


Mobility of Nurses: Licensure 

by Endorsement 

Since 1944, most SBNs have participated in a coopera- 
tive effort to assist in the interstate mobility of nurses. 
The NCLEX-RN® is a national examination; therefore, 
all states recognize the licensure awarded in other states 
because the nurses have passed the NCLEX-RN®. This 
is called licensure by endorsement. Endorsement means 
that RNs may practice in different states without hav- 
ing to take another licensing examination. To receive 
a license in a different state, nurses submit proof of 
licensure in another state, pay a licensure fee and meet 
any other requirements imposed by the state, and they 
receive a license in the new state by endorsement. Licen- 
sure by endorsement is not available in all practice 


disciplines. Nursing’s plan serves as a national model for 
other licensed professions and occupations. 


Nurse Licensure Compact 


Because the United States has a mobile society, a regu- 
latory approach known as a Nurse Licensure Compact 
(NLC)—a mutual recognition model of licensure— 
was developed by the NCSBN in 2000. In 2015 an 
extensive revision of the NLC was undertaken, and 
the enhanced NLC (eNLC) was implemented in 2018 
(Puente, 2017). The NLC and the eNLC were devel- 
oped to improve mobility of nurses while still pro- 
tecting the public health, safety, and welfare. Mobility 
occurs in travel nursing, in crossing state lines from 
one’s home to one’s workplace, in the telehealth prac- 
tices (being physically present in one state while 
providing nursing care to a patient in another state 
through digital technology), and simply moving to 
another state for personal or career purposes. Hav- 
ing a mobile nursing workforce able to respond to 
regional and national disasters is an advantage for 
states in the compact. 

The eNLC allows an RN to have one license (in the 
state of residency) yet practice in other compact mem- 
ber states without an additional license in the state of 
employment. Importantly, the nurse is subject to the 
nursing practice act in the state where she or he is 
practicing, not to that of the state of licensure. A single 
license for each nurse and the concomitant reduction 
of state barriers provide better protection for the pub- 
lic through improved tracking of nurses for disciplinary 
purposes and information sharing. 

Each state that wishes to participate in the compact 
must pass legislation enabling the board of nursing to 
enter into the interstate NLC. Utah, Texas, and Wiscon- 
sin were the first states to implement the compact on 
January 1, 2000. Nurses licensed in any state that has 
implemented the compact can practice in their own 
states, as well as in any other compact state without 
applying for licensure by endorsement before beginning 
work. A nurse who has changed permanent residence 
from one compact state to another may practice under 
the license from his or her former state of residence for 
up to 90 days, which starts on the nurse’s first day of 
work. The license in the new state of residence will be 
granted under endorsement rules if the nurse is in good 
standing with the SBN of the state from which the nurse 
is moving. This means that a nurse moving between 
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compact states does not have to delay working as a nurse 
until a new license is granted. Updated information 
about states participating in or seeking legislation to 
participate can be found on the NCSBN website. Based 
on a demand from nurses educated abroad, the NCSBN 
began administering the NCLEX-RN® internationally 
to otherwise qualified nurses applying for U.S. licen- 
sure in January 2005. Testing sites are available abroad 
and are published at https://www.ncsbn.org/testing-lo- 
cations.htm. Performance scores on the NCLEX™ for 
United States and abroad are published annually by the 
NCSBN at https://www.ncsbn.org/12171.htm. Chapter 7 
contains a fuller discussion of the significant issues 
surrounding recruiting nurses from other countries to 
practice in the United States. 


LEGAL RISKS IN PROFESSIONAL 
NURSING PRACTICE 


Nurses make decisions daily affecting the well-being 
of their patients. Because they have access to per- 
sonal information about patients and interact with 
them during stressful times, they are in positions of 
responsibility and trust. Several areas of nursing prac- 
tice—delegation, informed consent, and confiden- 
tiality—are particularly important in terms of risk. 
Furthermore, nurses may also be charged with mal- 
practice or assault and battery. Being fully informed, 
however, will help you minimize risks related to these 
areas. 


Malpractice 

Malpractice is the primary legal concern of health care 
professionals. Nurses are accountable for their own 
practice and can be named in a malpractice suit, just 
as any practitioner can be named. Malpractice suits are 
very complex. This discussion will give you basic infor- 
mation about malpractice and, importantly, how to pro- 
tect yourself from practices that make you susceptible to 
claims of malpractice. 

Negligence is the central issue in malpractice. Negli- 
gence is the failure to act as a reasonably prudent person 
would have acted in the same circumstances. For exam- 
ple, a person parks his car on a steep hill and does not 
engage the parking brake. The car then rolls down the 
hill and into the porch of a nearby house. The home- 
owner may seek damages in a civil suit on charges of 
negligence. Because a reasonably prudent person would 
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BOX 6.1 


Malpractice is not limited to what a nurse does (commis- 
sion); it also refers to what a nurse fails to do (omission) 
in a nursing care situation. The following is an example in 
which an RN is negligent in both ways. 

A patient had surgery one morning for an abdominal 
mass. He was given morphine 8 mg intravenously (IV) at 
5 p.m. At 5:20 p.m., he was very drowsy, but when the 
nurse woke him and asked about his pain, he complained 
that his “stomach still hurts some.” She gave him a sec- 
ond dose of morphine 8 mg IV. When the nurse went 
back to check on him an hour later, he was in respirato- 
ry arrest. After aggressive resuscitation, the patient was 
placed on a ventilator and admitted to the intensive care 
unit, where he stayed for 4 days after showing signs of 
new-onset neurologic impairments. 

The nurse was negligent by commission when she gave 
the patient a second dose of morphine because (1) the 


have set the parking brake, the result—the damage to 
the porch—can be shown to be a direct result of the fail- 
ure to act reasonably. 

Malpractice is negligence applied to the acts of a pro- 
fessional. In other words, malpractice occurs when a 
professional—for example, a nurse or a physician—fails 
to act as a reasonably prudent professional would have 
acted under the same circumstances. Malpractice does 
not have to be intentional; that is, the professional did 
not mean to act in a negligent manner. Malpractice may 
occur in two ways: (1) by commission (doing something 
that that should not have been done) and (2) by omis- 
sion (failing to do things that should have been done) 
(Box 6.1). 

A patient or someone acting on behalf of the patient 
who brings a claim of malpractice against a nurse (or 
other professional) is known in the legal system as the 
plaintiff. Malpractice suits are civil, not criminal, cases. 
The nurse becomes the defendant. Getting a malprac- 
tice case to be argued in front of a judge and jury is 
a long process and is actually unlikely to get this far. 
Often, malpractice cases are settled out of court, mean- 
ing that the outcome is negotiated between attorneys 
for the plaintiffs and defendant(s) (Thinking Critically 
Box 6.1). 

The central question in any charge of malpractice 
is, “Was the prevailing standard of care met?” The 
nursing standard of care is what a reasonably prudent 
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nurse had to awaken the patient to ask him about his 
pain, and (2) the patient's complaint of “some pain” likely 
did not warrant a second dose of intravenous morphine 
so soon after the first dose. A reasonably prudent nurse in 
the same situation would not have given a relatively large 
dose of morphine so soon after the first, especially given 
that the patient was drowsy and had to be awakened to 
assess his pain. 

The nurse was negligent by omission because she 
failed to check on her patient for an hour after giving 
a second substantial dose of morphine. The first dose 
made him very drowsy after 20 minutes; this would indi- 
cate that he had a significant response to the first dose. 
The nurse also failed to assess the patient for causes of 
his continuing pain, such as examining his abdomen and 
checking his vital signs for evidence of a surgical com- 
plication. 


What or Who Needs the Most Attention— 
the EHR or Your Patients? 


You hear nursing colleagues discussing prevention 
of malpractice, and you notice that some nurses are 
spending more time attending to patients’ medical rec- 
ords than they are in providing care to patients. Think 
about how this emphasis on “defensive practice”—that 


is, making sure that your patient’s medical record is per- 
fect—may actually impede the delivery of safe care. As 
you think about this issue, consider what the purpose of 
documentation is. How can you use the medical record 
to enhance the care of your patients? How might ex- 
cessive documentation harm you in a malpractice suit? 


EHR, Electronic health record. 


nurse, under similar circumstances, would have done. 
Standard of care reflects a basic minimum level of 
prudent care based on the ethical principle of non- 
maleficence (“do no harm”). Nurses, not practitioners 
from other disciplines, determine whether standard 
of care is met. For instance, a physician cannot tes- 
tify what the standards of care are for nurses. Nurse 
expert witnesses are hired by both the plaintiff and the 
defendant and will testify as to whether the nurse met 
the prevailing standard of care. 


“Prevailing” is an important qualifier. As prac- 
tice changes and develops, standards of care change 
accordingly. The issue in malpractice cases is the stan- 
dard of care that prevailed—or was in effect—at the 
time the negligent act occurred. What may be con- 
sidered negligent now may not have been considered 
negligent at the time. The standard of care prevailing 
at the time is key and is ascertained through expert 
witness testimony; documents, including national 
standards of nursing practice; the patient record; and 
other pertinent evidence, such as the direct testimony 


BOX 6.2 Standards of Care: 
A Case Example 


An 8-month-old infant was brought by his parents to 
the emergency department (ED) with significant fever 
and dehydration. The family with the infant was Spanish 
speaking and included a family member trained in nurs- 
ing in her country of origin. 

Intravenous (IV) fluids were ordered for rehydration. 
Because of the need for the infant to be able to move 
from bed to the arms of his caregivers, the IV line 
was set up before IV catheter insertion with both 
regular- and extension-length tubing. The ED RN, in 
her second year in the ED, failed to flush the line to 
clear air from the extension tubing and then inserted 
the catheter and began the infusion. This was not- 
ed by the family, and an unsuccessful attempt was 
made to alert the nursing and medical staff. The in- 
fant subsequently died of a significant air embolus. 
The family engaged an attorney, who eventually filed 
a malpractice suit against the hospital and the nurse. 
The following standards of care were considered in 
this case. 

1. Hospital policy indicated that an interpreter should 
have been called for communication with family. 

2. Hospital policies and orientation competency guide- 
lines, completed by this nurse, indicated that flushing 
of an IV line was a required step in the process. 

. Local schools of nursing indicated that flushing of an 
IV line was part of basic skills training, and current 
textbooks about fundamentals of nursing confirmed 
this content. 

. Other nurses in local EDs were interviewed, and all 
reported that flushing of an IV line before infusion 
was Standard practice. 

. The company manufacturing the IV tubing had visual 
and written instructions on the box indicating proper 
use of the product, including flushing of the line. 
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of the patient, the nurse, and others. Box 6.2 illustrates 

the presumed failure of an RN to meet the prevailing 

standard of care. 

There are two requirements of a malpractice action. 
First, the defendant (nurse) has specialized knowledge 
and skills, and, second, through the practice of that spe- 
cialized knowledge the defendant causes the plaintiff’s 
(patient's) injury. All four elements of a cause of action 
for negligence must be proved (Reising, 2012). These 
elements are the same for any professional accused of 
malpractice: 

1. The professional (nurse) has assumed the duty of care 
(responsibility for the patient’s care). 

2. The professional (nurse) breached the duty of care by 
failing to meet the standard of care. 

3. The failure of the professional (nurse) to meet the 
standard of care was the proximate cause of the 
injury. 

4. The injury is proved. 

A high degree of proof is needed in each of these 
four elements. Monetary damages are awarded when 
a plaintiff prevails. These awards are based on proved 
economic losses, such as time missed from work or out- 
of-pocket health care costs, and on remuneration for 
pain and suffering caused by the injury. In the case of a 
death, the next of kin can become the plaintiff on behalf 
of the deceased patient. In a clinical setting, you may 
occasionally hear a nurse or other provider complain 
about a patient’s care as being “malpractice.” This term is 
often misused and applied to what may be bad practice, 
but remember that to be sued for malpractice, an injury 
must have occurred that is directly and demonstrably 
caused by the act. 

In the past, only some malpractice lawsuits involved 
nurses, but the physician or hospital defendants were 
typically sued for damages even when nurses provided 
the substandard care. In these instances, physicians 
were implicated through the “captain of the ship” doc- 
trine. This archaic doctrine implied that the physician is 
ultimately in charge of all patient care and thus should 
be responsible financially. Hospitals were implicated 
through the legal theory of respondeat superior (from 
Latin, meaning “let the master answer”), which attri- 
butes the acts of employees to their employer. How- 
ever, as nurses have obtained more credentials and their 
expertise, autonomy, and authority for nursing practice 
have increased, direct liability for nursing care has risen 
correspondingly. 
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BOX 6.3 Six Major Categories of Negligence That Result in Malpractice Lawsuits 


1. Failure to follow standards of care, including failure to 
e Perform acomplete admission assessment or design 
a plan of care 
e Adhere to standardized protocols or institutional poli- 
cies and procedures (for example, using an improper 
injection site) 
e Follow a physician's verbal or written orders 
2. Failure to use equipment in a responsible manner, in- 
cluding failure to 
e Follow the manufacturer's recommendations for 
operating equipment 
e Check equipment for safety before use 
e Place equipment properly during treatment 
e Learn how equipment functions 
3. Failure to communicate, including failure to 
e Notify a physician in a timely manner when condi- 
tions warrant It 
e Listen to a patient's complaints and act on them 
e Communicate effectively with a patient (for exam- 
ple, inadequate or ineffective communication of dis- 
charge instructions) 


e Seek higher medical authorization for a treatment 
4. Failure to document, including failure to note in the pa- 
tient's medical record 
e A patient's progress and response to treatment 
e A patient's injuries 
e Pertinent nursing assessment information (for 
example, drug allergies) 
e A physician's medical orders 
e Information about telephone conversations with 
physicians, including time, content of communica- 
tion between nurse and physician, and actions taken 
5. Failure to assess and monitor, including failure to 
e Complete a shift assessment 
e Implement a plan of care 
e Observe a patient's ongoing progress 
e Interpret a patient's signs and symptoms 
6. Failure to act as a patient advocate, including failure to 
e Question discharge orders when a patient's condi- 
tion warrants it 
e Question incomplete or illegible medical orders 
e Provide a safe environment 


Reprinted with permission from Croke EM: Nurses, negligence, and malpractice: An analysis based on more than 250 cases 


against nurses, Am J Nurs 103(9):54-63, 2003. 


In a paper that is still widely cited, Croke (2003) 
conducted a review of more than 350 trial, appellate, 
and supreme court case summaries from a variety of 
legal research sources and analyzed 253 cases that 
met the following criteria: a nurse was engaged in 
the practice of nursing as defined by his or her state’s 
nursing practice act; a nurse was a defendant in a civil 
lawsuit as the result of an unintentional action (no 
criminal cases were considered); and a trial was held 
between 1995 and 2001. Sixty percent of the cases 
occurred in acute care hospitals. Six major categories 
of negligence resulted in malpractice lawsuits against 
nurses: failure to follow standards of care, failure to 
use equipment in a responsible manner, failure to 
communicate, failure to document, failure to assess 
and monitor, and failure to act as a patient advocate. 
More details of Croke’s analysis are presented in Box 
6.3. The findings from this review paper remain rele- 
vant today. 

The key point is that professional nurses must 
consider carefully the legal implications of prac- 
tice and be willing to and capable of conforming 
to prevailing professional standards and all legal 


expectations. Among factors leading to the increase 
in the number of malpractice cases against nurses is 
delegation. 


Delegation 

Delegation—giving someone authority to act for 
another—is an issue that carries great legal and safety 
implications in nursing practice. The ability to delegate 
has generally been reserved for professionals because 
they hold licenses that sanction the entire scope of prac- 
tice for a particular profession. Professional nurses, for 
example, may delegate independent nursing activities 
(as well as medical functions that have been delegated 
to them) to other nursing personnel. State nursing 
practice acts do not give LPNs or LVNs the authority 
to delegate. 

Professional RNs retain accountability for acts del- 
egated to another person. This means that the RN is 
responsible for determining that the delegated person 
(delegatee) is competent to perform the delegated act. 
Likewise, the delegatee is responsible for carrying out 
the delegated act safely. The professional nurse remains 
legally liable, however, for the nursing acts delegated to 


others unless the delegatee is also a licensed professional 
whose scope includes the assigned act. For example, an 
RN can assign an unlicensed CNA who has been prop- 
erly trained to take vital signs of all the patients under 
the RN’s care. The nursing assistant cannot, however, 
reassign this responsibility to another person. The RN 
remains accountable for the data that the CNA collects, 
because it is not the CNAs responsibility, nor is it within 
his or her training, to interpret those data. However, 
if the RN asks another RN to take the vital signs of a 
patient, and the second RN agrees, the second RN then 
becomes responsible for carrying this out, interpreting 
the data, and acting on them accordingly. 

Delegation must also be considered in terms of ethical 
implications. The ANA’s Code of Ethics for Nurses, Pro- 
vision 4.4, Delegation of Nurse Activities (2015), states, 


The nurse must make reasonable efforts to assess 
individual competence when assigning selected com- 
ponents of nursing care to other healthcare workers. 
This assessment involves evaluating the knowledge, 
skills, and experience of the individual to whom the 
care is assigned, the complexity of the assigned tasks, 
and the health status of the patient.... Nurses may 
not delegate responsibilities such as assessment and 
evaluation; they may delegate tasks.... Employer 
policies or directives do not relieve the nurse of 
responsibility for making judgments about the del- 
egation and assignment of nursing care tasks. (p. 2) 


Importantly, the Code of Ethics is clear that work- 
place policies or directives do not supersede the ethical 
standards described in the Code. 

Delegation is an important liability and one not fully 
appreciated by many practicing nurses. The professional 
nurse’s primary legal and ethical consideration must be 
the patient’s right to safe, effective nursing care. Box 6.4 
contains a list of “five rights” to ensure safe delegation of 
tasks to nursing assistants and other UAP. With the pres- 
ent nursing shortage, the use of UAP has expanded, fur- 
ther increasing the RN’s liability related to delegation. 
Additional information on delegation can be found on 
the NCSBN website at www.ncsbn.org. 

In an attempt to further clarify issues of delegation, 
the ANA (2005) also defined the responsibilities of the 
nurse when delegating to nursing assistive personnel. 
They reinforce the stance that the RN may delegate ele- 
ments of care but cannot delegate the nursing process 
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BOX 6.4 Five Rights to Ensure 
Safe Delegation 


The following are standards that delineate responsibility 

for the RN who is delegating responsibility to unlicensed 

personnel such as nursing assistants. 

1. Right task: Is the task appropriate for delegation in a 
specific care situation? 

. Right circumstances: |s delegation appropriate in this 
case? Consider the patient’s health status, care deliv- 
ery setting, complexity of the activity and delegate’s 
competency, and available resources, and determine 
any other relevant factors. 

. Right person: Can the nurse verify that the person 
delegated to do the task is competent to complete 
this task? 

. Right direction/communication: Has the RN given 
clear, specific instructions? These include identify- 
ing the patient clearly, the objective of the task, time 
frames, and expected results. 

. Right supervision/evaluation: Can the RN or other li- 
censed nurse provide supervision and evaluation of 
the patient and the performance of the task? 


Data from National Council of State Boards of Nursing: The 
Five Rights of Delegation, approved August 1997 by the Dele- 
gate Assembly. Retrieved from www.ncsbn.org. 


itself. Furthermore, they reaffirm that the judgment of 
the nurse is primary in determining the patients, envi- 
ronments, and care situations for safe delegation and 
that the nurse remains responsible for evaluating the 
outcomes of nursing care. 

Significantly, the ANA and the NCSBN published a joint 
statement on delegation (NCSBN, 2015), noting that there 
is more to do for patients than there are nurses to do the 
work, and the increasingly complex therapies have created 
a demand for nursing care. Therefore, delegating, assign- 
ing, and supervising assistive personnel are “critical com- 
petencies for the 21st century nurse” (p. 1, introduction). 


Informed Consent 

All patients or their guardians (e.g., parents of minor 
children) must be given an opportunity to grant 
informed consent before treatment unless there is a 
life-threatening emergency. The following are the three 
major conditions of informed consent: 

1. Consent must be given voluntarily. 

2. Consent must be given by an individual with the 

capacity and competence to understand. 


3. The patient must be given enough information so 
that the locus of the decisions lies with the patient 
and not the provider; in other words, the provider 
cannot influence the patient unduly by giving incom- 
plete information or obscuring data that the patient 
should have to make a truly informed decision. 
Informed consent, then, is a full, knowing authoriza- 

tion by the patient for care, treatment, and procedures 

and must include information about the risks, bene- 
fits, side effects, costs, and alternatives. Consumers of 
health care need a great deal of information and should 
be told everything they would consider significant in 
making a treatment decision. This is a long-standing 

element of health care law (Canterbury v. Spence, 464 

F2 772, 1972). 

For informed consent to be legally valid, elements 
of completeness, competency, and voluntariness are 
evaluated. Completeness refers to the quality of the 
information provided. Competency takes into account 
the capability of a particular patient to understand the 
information given and make a choice. Voluntariness 
refers to the freedom the patient has to accept or reject 
alternatives. Autonomy is the key ethical principle that 
supports voluntariness as foundational to informed 
consent. When patients are minors, are under the effects 
of drugs or alcohol (including preoperative medica- 
tions), or otherwise have cognitive deficits or impair- 
ments, competency to consent is in question. In these 
situations, consent needs to be granted by the patient’s 
spouse, next of kin, or court-ordered guardian or health 
care proxy. 

The role of nurses in informed consent, unless they 
are themselves primary providers, is to collaborate with 
the primary provider, most often a physician. A nurse 
may witness a patient's signing of informed consent 
documents but is not responsible for explaining the 
proposed treatment (Fig. 6.2). The nurse is not respon- 
sible for evaluating whether the physician has truly 
explained the significant risks, benefits, and alternative 
treatments. However, professional nurses are responsi- 
ble for determining that the elements for valid consent 
are in place, providing feedback if the patient wishes to 
withdraw consent or grant consent previously withheld, 
and communicating the patient's need for further infor- 
mation to the primary provider. Advocacy is a key nurs- 
ing responsibility when the nurse is not certain that a 
patient is fully informed or understands what he or she 
has signed. 
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Fig. 6.2 Professional nurses may be called on to witness a 
patient's signing of informed consent documents. The primary 
provider, however, is responsible for providing necessary infor- 
mation to the patient or legal guardian. (Photo used with per- 
mission from iStockPhoto.) 


CONFIDENTIALITY: THE CHALLENGE TO 
PROTECT PRIVACY 


Confidentiality is both a legal and an ethical concern 
in nursing practice. Confidentiality is the protection of 
private information gathered about a patient during the 
provision of health care services. The Code of Ethics for 
Nurses Provision 3.1 states that “the nurse has a duty to 
maintain confidentiality of all patient information, both 
personal and clinical in the work setting and off duty in 
all venues, including social media and any other means 
of communication.... Nurses are responsible for pro- 
viding accurate, relevant data to members of the health 
care team and others who have a need to know” (ANA, 
2015). 

The Code acknowledges exceptions to the obliga- 
tion of confidentiality. These include discussing the 
care of patients with others involved in their direct 
care, quality assurance activities, legally mandated 
disclosure to public health authorities, and informa- 
tion required by third-party payers (ANA, 2015). The 
Code also recognizes the need to disclose informa- 
tion without the patient’s consent when the safety of 


Fig. 6.3 Nurses have an obligation for confidentiality but are 
not protected by privileged communication statutes. In some 
cases, nurses are required to report what a patient has told 
them. (Photo used with permission from Photos.com.) 


innocent parties is in question (Tarasoff v. Board of 
Regents of the University of California, 551 P2 334, 
1976). 

The principle of confidentiality is protected by state 
and federal statutes, but there are exceptions and lim- 
itations. Although some professions have statutorily 
protected privileged communication, such as attorneys 
and priests, nurses are usually not included in such stat- 
utes (Fig. 6.3). Nurses then may be ordered by a court 
to share information without the patient’s consent. The 
professional nurse must understand these legal limita- 
tions to confidentiality. 

Based on common, state, or municipal law, nurses 
have the duty to report or disclose certain information 
such as suspected abuse or neglect of a child (or elder, 
in some states), gunshot wounds, certain communi- 
cable diseases, and threats toward third parties. These 
laws vary by state and may be the responsibility of insti- 
tutions providing health care services and not of an 
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individual practitioner. Nurses should be aware of these 
requirements, however, and make sure their appropriate 
supervisor is informed. 


The Health Insurance Portability and 


Accountability Act of 1996 

The Health Insurance Portability and Accountability 
Act (HIPAA) of 1996 is the first federal privacy stan- 
dard governing protection of patients’ medical records. 
The privacy provisions in the act began as a 337-word 
guideline, but as the final regulations were written, the 
provisions expanded to 101,000 words. HIPAA was 
designed, in part, to reinforce the protection of patient 
information as it is transmitted electronically, but the 
final act goes far beyond that goal. The regulations pro- 
tect medical records and other individually identifiable 
health information, whether on paper, electronically, or 
communicated orally. 

HIPAA requires all health care providers, including 
physicians, hospitals, health plans, pharmacies, public 
health authorities, insurance companies, billing agen- 
cies, information systems sales and service providers, 
and others, to ensure the privacy and confidentiality of 
patients. Although passed in 1996, the confidentiality 
regulations were not implemented until April 2003 to 
give providers time to prepare the necessary safeguards 
and documents and to train workers in their use. 

HIPAA regulations require several major patient 
protections: 
¢ Patients are able to see and obtain copies of their 

medical records, generally within 30 days of their 

request, and to request corrections if they detect 
errors. Providers may charge patients for the cost of 
copying and mailing the records. 

¢ Providers must give patients written notice describ- 
ing the provider’s information practices and explain- 
ing patients’ rights. Patients must be asked to agree to 
these practices by signing or initialing the notice. 

¢ Limitations are placed on the length of time records 
can be retrieved, what information can be shared, 
where it can be shared, and who can be present when 
it is shared. 

A number of other protections are provided in this 
comprehensive federal legislation. A current guide 
to the complicated HIPAA regulations can be found 
online at the Department of Health and Human Ser- 
vices (2018). The increasingly widespread use of elec- 
tronic health records and digital transmission of health 
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information has necessitated the development of com- 
prehensive guidelines (“Guide to Privacy and Secu- 
rity of Electronic Health Information”) to help with 
the implementation of the Meaningful Use programs 
while still protecting the privacy and security of patient 
information (U.S. Department of Health and Human 
Services, 2015). The integration of HIPAA into clinical 
practice was not easy because it necessitated changing 
many aspects of day-to-day care on nursing units, such 
as having patients’ names on whiteboards at nursing 
stations with detailed information about their diagno- 
ses, care teams, and plans. HIPAA regulations, however, 
served to remind nurses and other practitioners of the 
importance of determining what and how much infor- 
mation on patients to share, and who actually needed 
to know information. For many nurses, then, HIPAA 
affirmed nursing’s long-standing responsibility to our 
patients. 


Social Media: Maintaining Confidentiality 
and HIPAA Standards 
In 2011 the NCSBN published a white paper, “A Nurse’s 
Guide to the Use of Social Media,’ in response to the bur- 
geoning social media outlets, such as social networking 
sites (e.g., Facebook, LinkedIn), blogs and microblogs 
(e.g., Twitter), photo and video sites (e.g., YouTube, Insta- 
gram, Snapchat), and other online forums, including sites 
specifically for nurses and nursing students (NCSBN, 
2011). Health care settings now generally have policies in 
place to govern the use of social media from workplace 
settings, as do many non-health-related employers. How- 
ever, the use of social media outside of nursing school or 
the workplace can cause tremendous consequences if 
used in ways that interfere with the privacy of patients, 
even if the nurse's or student’s intentions are not mali- 
cious. The ethical principle of confidentiality and HIPAA 
regulations place significant limitations on the content of 
nurses’ social media activities and comments. In a 2010 
survey, NCSBN found that 33 boards of nursing had 
received complaints of nurses who have violated patient 
privacy by posting photos or identifiable information on 
social networking sites (NCSBN, 2011). Violating HIPAA 
regulations means that the nurse has broken federal law 
and may have also broken state laws in the process. 
NCSBN identified six common myths and misunder- 
standings regarding social media. You should be aware of 
these and structure your online communication accord- 
ingly. It is a professional obligation with important ethical 


and legal ramifications. The following is a list of these 

pervasive myths and misunderstandings (you can find 

the full white paper at the NCSBN website for details): 

¢ Myth 1: Posts and photos are private and accessible 
only to the intended recipient. 

¢ Fact: They can be reposted, “retweeted,” and oth- 

erwise disseminated in ways completely beyond 
your control. 
¢ Myth 2: Once content has been deleted, it is no longer 
accessible. 
¢ Fact: There is no “erasing” digital content. Cached 
versions and screenshots of posts and photos are 
available. Even sites such as Snapchat in which 
content quickly “disappears” retain digital evi- 
dence of the content. 
¢ Myth 3: No harm is done if patient information is dis- 
closed only to the intended recipient. 
¢ Fact: This is still a breach of confidentiality, just as 
if you used spoken words to share private infor- 
mation about patients. As soon as you write or tell 
something, you have lost control of the message. 
You cannot control what happens to the informa- 
tion you have passed along. 
¢ Myth 4: It is acceptable to refer to a patient by a nick- 
name, room number, or diagnosis/condition. 
¢ Fact: This still remains a breach of confidentiality 
and is disrespectful to the patient. 
¢ Myth 5: If your patient is posting about his or her 
health condition, you may also post about it. 

¢ Fact: The patient can say or write anything about 

himself or herself; however, this does not in any 
way release you from the obligations of confiden- 
tiality and HIPAA regulations. 
¢ Myth 6: Social media blurs the distinction between 
one’s professional and personal lives. 
¢ Fact: This is an illusion. Professional boundaries 
are still firmly in place, although social media may 
cause you to believe that they are not. 

The use of social media makes it tempting to respond 
to online social contact with patients and former 
patients. For instance, you may get a “friend” request 
on Facebook from a former patient that you liked very 
much. As difficult as this is to do, you should ignore that 
request or decline it for the sake of your professional 
boundaries. Establishing an online relationship will 
interfere with your ability to provide care for that patient 
ifand when you encounter that person in the health care 
setting in the future. 


Furthermore, the quick availability of mobile phone 
cameras makes it easy to take photos of patients of 
whom you are fond, or of their new baby, or of mile- 
stones in the patient’s recovery. Your employer or school 
of nursing is likely to have a policy in place prohibiting 
the use of cameras in the clinical setting. Although there 
are certain times in which photography in the clinical 
setting is appropriate, it is in very circumscribed situ- 
ations and will involve the use of the institution’s cam- 
era, not your personal smartphone. Box 6.5 contains an 
example of a situation in which a mobile phone photo 
taken by a nursing student in a clinical setting led to 
unforeseen problems. 


Assault and Battery 


Assault and battery is occasionally the basis for legal 
action against a nurse defendant. Assault is a threat or 
an attempt to make bodily contact with another person 
without the person's consent. Assault precedes battery; it 
causes the person to fear that battery is about to occur. 
Battery is the assault carried out: the impermissible, 
unprivileged touching of one person by another. Actual 
harm may or may not occur as a result of assault and 
battery. 

If, for example, a nurse threatens a patient with a 
vitamin injection if the patient does not eat his or her 
meals, the patient may charge assault. Actually giving 
the patient a vitamin injection against his or her will 
leaves the nurse open to charges of battery, even if there 
is a physician's prescription for this treatment. Patients 
have the right to refuse treatment, even if the treatment 
would be in their best interest. This is both a legal and an 
ethical principle (autonomy). Both by common law and 
by statute, informed consent is required in the health 
care context as a defense to battery (42 U.S.C. 1395 cc., 
1990). 


EVOLVING LEGAL ISSUES AFFECTING 
NURSING 


As the health care system and the profession of nursing 
evolve, legal issues affecting nursing practice are also 
evolving. Specific legal issues illustrating the changing 
nature of nursing practice are related to role changes, 
supervision of UAP, payment mechanisms, and issues 
associated with the implementation of the Patient 
Self-Determination Act (PSDA). Each of these issues is 
discussed briefly in the following sections. 
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BOX 6.5 A Cautionary Tale: The 
Far-Reaching Effect of Digital Technology 


During her rotation in the maternity unit, a nursing stu- 
dent really enjoyed taking care of the infants in the new- 
born nursery. One evening, a baby with a rare and distinc- 
tive facial defect was admitted to the nursery. The baby's 
parents had come from another state so the mother 
could give birth at this institution because of its known 
expertise in the management of craniofacial defects. The 
defect was severe, and the student was curious about 
it. She took a photo of the baby in his bassinet with her 
cell phone, wanting to use the photo in a presentation 
she was preparing on genetic defects for another class. 

She consequently downloaded the photo onto her 
computer and included it in her PowerPoint presenta- 
tion, which was posted online for her classmates. A few 
weeks later, she was called to the office of the direc- 
tor of her nursing program. A complaint had been filed 
against her and her school by the infant's parents, who 
had neither known about nor consented to having their 
baby photographed. They found the photo while using a 
search engine's “image” function as they were seeking 
more information about their infant's genetic condition. 
The photo was embedded in the student’s PowerPoint 
presentation, which was available online, with the stu- 
dent's name, school, and course number on the title 
slide. It was not difficult for them to figure out where and 
when the photo was made. Tracing their identity would 
not be difficult, and their privacy was compromised. 

The student was dismissed from her nursing program 
because there was a policy in place at both the school 
and the clinical institution forbidding use of cell phone 
photography. Although she tried to defend herself that 
the baby’s name band was obscured, the presence of 
the rare facial defect served as enough of an identifier 
to compromise the family’s privacy. She was reminded 
that even without the clear policy forbidding photogra- 
phy, she had committed an egregious ethical violation 
by not protecting the family’s privacy. One seemingly 
simple photograph created a career-threatening sit- 
uation for this student who failed to understand the 
far-reaching effects of digital technologies. 


Role Changes in Health Care 


Just as a nurse’s knowledge base and the nurse’s account- 
ability for nursing practice have increased over time, so 
too has the need to expand the legal authority for nurs- 
ing practice. Professional nurses realize the importance 
of states’ nursing practice acts to reflect nursing practice 
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accurately and to keep up with changes in health care 
delivery as they occur. In other words, states’ nursing 
practice acts must be responsive to changes in prac- 
tice. Advanced practice nurses set the pace for evolving 
nursing practice, and the nursing practice act must sup- 
port their ability to offer nursing services to consum- 
ers in various settings. Otherwise, the legal basis for 
nursing practice is unclear and nurses are vulnerable 
to litigation. 

Nurses face legal exposure and are vulnerable when 
their state’s nursing practice act is not updated periodi- 
cally to support explicitly an expanded scope of practice. 
Working collaboratively within the constituent member 
(state nurses) association and the SBN to expand the 
evolving scope of nursing practice appropriately ensures 
the growth of the profession and increases the number of 
primary care providers needed by the public. Professional 
nurses should support their professional associations and 
SBN, which guide the development of legislation that 
accurately reflects current nursing practice at all levels. 
Your practice is directly affected by the work of profes- 
sional organizations at the legislative levels. 

An interesting role for nurses has been developed 
over the past 25 years—legal nurse consulting. The 
American Association of Legal Nurse Consultants was 
founded in 1989. It is a nonprofit organization that is 
dedicated to the professional enhancement of RNs who 
practice as consultants in the legal field. Box 6.6 contains 
more information about legal nurse consulting and the 
interesting work legal nurse consultants do. 


Prescriptive Authority 


An important role expansion for advanced practice 
nurses is prescriptive authority. Prescriptive authority 
is defined as the legal acknowledgment of prescription 
writing as an appropriate act of nursing practice. The 
ANA, the American Academy of Nurse Practitioners, 
and others support prescriptive authority for advanced 
practice nurses, as distinguished from generalist RNs. 
By 2006, advanced practice nurses had some type 
of prescriptive authority in all 50 states. This authority 
ranged from completely independent authority with 
no collaborative requirements to a limited authority 
in which nurse practitioners can prescribe (excluding 
controlled substances) with some degree of physician 
involvement or delegation of prescription writing. In 
other states, nurse practitioners can prescribe (including 
controlled substances) with some degree of physician 


BOX 6.6 What Is a Legal Nurse 
Consultant? 


A legal nurse consultant (LNC) is an experienced nurse 
who brings expertise from his or her professional nurs- 
ing education and clinical experience to the evaluation 
of standard of care, causation, damages, and other 
medically related issues in medicolegal cases or claims. 
For instance, if a nurse is named in a malpractice suit, 
the attorneys for both the plaintiffs (the person/persons 
who filed the suit) and the defendants (the persons 
being sued) will seek the expertise of nurses who can 
evaluate if the nurse met the standard of care and other 
important aspects of the case. LNCs have additional ed- 
ucation and experience regarding applicable legal stan- 
dards and/or strategy to the evaluation of medicolegal 
cases or claims. LNCs know how to analyze health care 
records and medical literature critically, as well as other 
relevant legal documents and other information to the 
case or claim on which they are consulting. 

LNCs practice in a variety of settings, such as law 
firms, governmental agencies, health care facilities, fo- 
rensic environments, and LNC consulting firms, among 
others. Some LNCs are self-employed in their own 
practices. In addition to medical malpractice, LNCs prac- 
tice in a variety of areas such as personal injury, long- 
term care litigation/elder law, product liability, workers’ 
compensation, life care planning, and forensic/criminal 
settings. Among their many activities, LNCs serve as 
expert witnesses; they interview clients, evaluate the 
strengths and weaknesses of cases, and locate or pre- 
pare evidence for trial. 

LNCs can become board certified through the Le- 
gal Nurse Consultant Certified program, which allows 
them to use the LNCC credential. This certification 
demonstrates that the nurse has met the experience 
and education requirements and has passed the certi- 
fication examination. For more information about this 
very interesting and challenging career, you can contact 
the American Association of Legal Nurse Consultants 
(AALNC) at info@aalnc.org or visit their website at 
www.aalnc.org. You can also find them on Facebook 
and LinkedIn (AALNC, 2013). 


involvement or delegation of prescription writing). This 
is an evolving area of practice, and advanced practice 
nurses must be aware of the boundaries on prescriptive 
authority given to them in the state where they are prac- 
ticing. Your state’s board of nursing website will give you 
the most up-to-date information regarding prescriptive 
authority for advanced practice nurses in your state. The 
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ultimate goal is a uniform consensus practice model 
across all states. Progress toward this goal may be viewed 
online at https://www.ncsbn.org/5397.htm. 

Both generalist and advanced practice nurses must 
understand prescriptive authority of advanced practice 
in their states. Generalist nurses must know from whom 
they can accept medication prescriptions, and advanced 
practice nurses must stay within their legal scope of 
practice. 


Supervision of Unlicensed Assistive Personnel 


Another evolving legal issue is the continued role 
expansion of UAP or limited licensed (LPN/LVN) per- 
sonnel within health care institutions. Nursing assis- 
tants (ie., UAP) are increasingly being substituted 
for nurses, thus creating greater risks to patients and 
increasing the liability of nurses, who supervise their 
work. The important findings from a landmark research 
study described in the Evidence-Based Practice Box 6.1 
indicate that lack of professional nurse supervision and 
the educational level of nurses themselves significantly 
affect patients, institutions, and nurses alike (Aiken 
et al., 2003; Buerhaus et al., 2002; Institute of Medicine, 
1996). Convening expert panels of educators, research- 
ers, and practitioners to develop standards for delega- 
tion, the NCSBN published a comprehensive National 
Guidelines for Nursing Delegation NCSBN, (2016) to 
provide guidance for the complex process of delegation 
and patient care assignment across both licensed and 
unlicensed personnel. 

The substitution of unlicensed personnel for RNs is 
a strategy used by health care facilities to hold down 
costs. Such substitution jeopardizes quality of care and 
places the RN at increased risk for patient injury liability 
because of acts performed or omitted by UAP. Over the 
long term, professional nursing care may actually be less 
expensive than care provided by unlicensed personnel, 
who are less likely to provide patient teaching and rec- 
ognize complications. 

The licensure or state approval of unlicensed person- 
nel is a complex issue that has relevance for RNs because 
professional nurses are legally responsible for the tasks 
delegated to unlicensed persons. Nationally standard- 
ized education and training for these workers would 
assure nurses that their co-workers have a minimum 
level of competence. The NCSBN has developed the 
National Nurse Aide Assessment Program (NNAAP) 
examination, a test of both cognitive and skill perfor- 
mance to certify nurse aide competency. The Medication 


EVIDENCE-BASED PRACTICE BOX 6.1 


A Landmark Study on Nurse Staffing and 
Patient Safety 


This study changed the way that health care providers 
and administrators understood the importance of profes- 
sional RNs in safeguarding the well-being of hospitalized 
patients. Linda Aiken, PhD, FAAN, RN, and her many col- 
leagues have continued to address issues of staffing and 
safety throughout her distinguished career in nursing. An 
interdisciplinary group of researchers, led by Dr. Aiken 
at the University of Pennsylvania, was concerned about 
nurse understaffing and the resulting threats to patient 
safety in hospitals. The group members decided to study 
the educational composition of RNs in relation to patient 
outcomes. Their objective was “to examine whether the 
proportion of hospital RNs educated at the baccalaureate 
level or higher is associated with risk-adjusted mortality 
and failure to rescue (deaths in surgical patients with se- 
rious complications)” (p. 1617). 

The researchers analyzed outcome data for 232,342 
general, orthopedic, and vascular surgery patients dis- 
charged from 168 nonfederal adult general Pennsylva- 
nia hospitals between April 1, 1998, and November 30, 
1999. These figures were linked to data on educational 
composition, staffing, and other characteristics. 

The percentage of RNs with a bachelor’s or higher de- 
gree ranged from 0% to 77% in the various hospitals 
in the study. 

After adjusting for patient characteristics and hospital 
structural characteristics (size, teaching status, level of 
technology), as well as for nurse staffing, nurse experience, 
and whether the patient's surgeon was board certified, a 
10% increase in the proportion of bedside nurses holding 
a bachelor’s degree was associated with a 5% decrease 
in both the likelihood of patients dying within 30 days of 
admission and the odds of failure to rescue (p. 1617). 

These researchers concluded that significantly low- 
er mortality and failure to rescue rates were found in 
hospitals with higher proportions of bachelor of science 
in nursing (BSN)-prepared nurses. They recommended 
that investments in public funds be made to increase 
the number of BSN-prepared nurses to substantially im- 
prove the quality of care in the nation. 


Aiken LH, Clarke SP, Cheung RB, et al.: Educational levels 
of hospital nurses and surgical patient mortality, JAMA 
290(12):1617-1623, 2003. 


Aide Certification Examination (MACE) also adminis- 
tered by the NCSBN, certifies competency in admin- 
istration of simple medications by UAP. Regardless of 
certifications by UAP, it remains the responsibility of 
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professional nurses to know the limitations of the par- 
ticular assistive personnel under their supervision. 


Payment Mechanisms for Nurses 


Nurses may practice in nontraditional roles and set- 
tings. Many professional nurses are both capable of and 
interested in offering nursing services as private practi- 
tioners, but payment mechanisms may limit such activ- 
ities. Nurses are concerned about offering services for 
which consumers are unable to obtain reimbursement 
from their insurance carriers, and third-party reim- 
bursement has traditionally been limited to care pro- 
vided by physicians. 

Over time, nurses and nursing professional associa- 
tions have supported state and federal legislation to pro- 
vide direct and indirect payments to nurses for nursing 
services rendered. Advanced practice nurses and their 
advocates scored a major legislative victory with the 
passage of the 1997 Balanced Budget Act after an 8-year 
fight to obtain direct reimbursement. The resistance to 
advanced practice nurse reimbursement was significant 
and protracted. This legislation authorized nurse prac- 
titioners and clinical specialists, beginning in January 
1998, to bill the Medicare program directly for nursing 
services furnished in any setting. Even now, it remains a 
regulatory challenge to devise a fair and equitable pay- 
ment system for advanced practice nurses, whose scopes 
of practice vary from state to state. Nurses are concerned. 
that these changes are often not implemented or that 
advanced practice nurses are paid less for services sim- 
ilar to those provided by other health care professionals 
who are paid at a higher rate. 

Laws are passed that are sometimes not implemented. 
This occurs when the group affected by the law (for 
example, the insurance industry) is unwilling to imple- 
ment the changes and no “watchdog” agency is created 
to ensure that changes occur. For example, federal legis- 
lation was enacted requiring state Medicaid agencies to 
pay certain nurses (nurse practitioners, nurse-midwives, 
and nurse anesthetists) directly for services provided to 
Medicaid recipients. As with the laws affecting private 
insurers, these requirements were not implemented in 
every state. Nurses may need to seek legal remedies to 
require implementation of policies mandated by federal 
law (Nurse Midwifery Associates v. Hibbett, 918 Fed 2 
605, 1990). 

The Patient Protection and Affordable Care Act 
(ACA) was passed in 2010 and enacted with a number of 


initiatives implemented incrementally. This law reformed 
health care and health insurance industries in the United 
States, with the goal of increasing quality, availability, 
and affordability of health insurance. In 2008 President 
Barack Obama campaigned on a platform of health 
insurance for all Americans. The debate about health care 
in general over the course of the debate over the ACA in 
particular brought health care inequities, high costs, and 
poor access to preventive care into the spotlight. As a 
result of the new spotlight on these issues of great con- 
cern to the profession of nursing, the ANA and constit- 
uent member (state) associations are working to ensure 
that nurses are included in discussions and roundtables 
addressing the management of health care reform in the 
United States. The ACA faced two significant challenges 
before the U.S. Supreme Court (National Federation of 
Independent Business v. Sebelius, 2011-2012; King et al. 
v. Burwell, 2014-2-15). In each case the court ruled to 
uphold key provisions of the ACA. Further challenges 
to the ACA are expected, and currently many provisions 
of the ACA remain vulnerable to repeal, including cov- 
erage for persons with preexisting medical conditions, 
among others. 


Patient Self-Determination Act 


Although the PSDA became effective in 1991, many 
problems in its implementation remain. Nurses are in 
a position to help patients and families understand this 
law and howit can assist them to have the end-of-life care 
they prefer. The PSDA applies to acute care and long- 
term care facilities receiving Medicare and Medicaid 
funds. It encourages patients to consider which life-pro- 
longing treatment options they desire and to document 
their preferences in the event they become incapable of 
participating in the decision-making process. Written 
instructions recognized by state law describing an indi- 
vidual’s preferences in regard to medical intervention 
should the individual become incapacitated are called 
an advance directive. Additional details about the PSDA 
are included in Chapter 7. 

This Act was passed partly in response to the US. 
Supreme Court's decision in Cruzan v. Director Missouri 
Department of Health (110 Supreme Court 2841, 1990), 
which was viewed as limiting an individual's ability to 
direct health care when unable to do so. The Cruzan 
case is explained in more detail in Chapter 2. The PSDA 
requires the health care facility to document whether 
the patient has completed an advance directive. 


The PSDAs basic assumption is that each person 
has legal and moral rights to informed consent about 
medical treatments with a focus on the person's right to 
choose (the ethical principle of autonomy). The Act does 
not create any new rights, and no patient is required to 
execute an advance directive. 

According to the PSDA, acute care (hospitals) and 
long-term care facilities must do the following: 

1. Provide written information to all adult patients 
about their rights under state law 

2. Ensure institutional compliance with state laws on 
advance directives 

3. Provide for education of staff and the community on 
advance directives 

4. Document in the medical record whether the patient 
has an advance directive 

The Agency for Health Care Policy and Research (now 
called the Agency for Healthcare Research and Quality) 
reported that even when patients had advance directives 
in place, the directives were not guiding end-of-life care as 
legislators and advocates had anticipated. This was attrib- 
utable to several factors: patients were not considered 
ill enough to implement their advance directives; fam- 
ily members were not available, were too overwhelmed 
to implement the patient’s wishes, or disagreed with the 
patient’s wishes; and the advance directive itself was not 
specific enough or did not cover pertinent clinical issues. 
A model for advanced directives developed by the Amer- 
ican Association of Retired Persons, the American Bar 
Association, and the American Medical Association seeks 
to address these issues and can be accessed at the Ameri- 
can Bar Association website (American Bar Association, 
2018). Documentation of the existence of advance direc- 
tives and use of them in planning care is an important 
patient advocacy role for nurses and is a legal requirement 
that needs careful implementation in clinical settings. 


PROTECTING YOURSELF FROM 
LEGAL PROBLEMS 


Although the discussion about legal issues related to 
nursing practice has covered many topics, it is impor- 
tant that new nurses realize that the vast majority of 
nurses never encounter a legal problem during their 
professional careers. This is because there are a number 
of effective strategies that professional nurses can use to 
limit the possibility of legal action (Butler and Lostritto, 
2015). 
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Practice in a Safe Setting 


To be truly safe, facilities in which nurses work must be 
committed to safe patient care. The safest situation is 
one in which the agency does the following: 

1. Employs an appropriate number personnel with a 
variety of skills to care adequately for the number of 
agency patients at all levels of acuity 

2. Has policies, procedures, and personnel practices 

promoting quality and safety (Smith, 2018) 

Keeps equipment in good working order 

4. Provides comprehensive orientation to new employ- 
ees, supervises all levels of employees, and provides 
opportunities for employees to learn new procedures 
consistent with the level of health care services pro- 
vided by the agency (note that a comprehensive orien- 
tation is not “on-the-job training”) (Paradiso, 2018) 
Risk management is a key part of an active quality 

and safety program. Risk management seeks to identify 

and eliminate potential safety hazards, thereby reducing 
patient and staff injuries. Common areas of risk include 

a wide range generally and specifically involving fail- 

ure to ensure patient safety: medication errors, failure 

to monitor or respond to a patient, patient falls, failure 
to follow workplace procedures, and failure to supervise 
when delegating, among others. 

Ina desire to promote improvements in patient safety, 
The Joint Commission on Accreditation of Healthcare 
Organizations (ie., The Joint Commission) adopted 
patient safety goals in 2005 that were revisited in 2012 
and again in 2015. A summary of these goals is online 
(The Joint Commission, 2018). These goals identify sig- 
nificant ways in which patient safety can be enhanced 
through environmental, educational, practice, and pol- 
icy changes. They are far-reaching and affect patients at 
almost every level and setting of care, from hospitals to 
office-based surgery to laboratory services. 


— 


Communicate With Other Health 


Professionals, Patients, and Families 

The professional nurse must have open and clear com- 
munication with nurses, physicians, and other health 
care professionals. Safe nurses trust their own assess- 
ments, inform physicians and others of changes in 
patients’ conditions, and question unclear or inaccu- 
rate physicians’ prescriptions or treatment plans. A key 
aspect of communication essential in preventing legal 
problems is keeping good patient records. This written 
form of communication is called documentation. 
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The medical record (often referred to as the electronic 
health record [EHR]), particularly the nurse’s notes, pro- 
vides the core of evidence about each patient’s nursing 
care. No matter how good the nursing care, if the nurse 
fails to document it in the medical record, from the per- 
spective of the law the care did not take place. (You may 
hear nurses remind each other, “Not documented—not 
done.”) Be sure to document accurately, in a timely man- 
ner, and concisely. Know the documentation policies of 
your agency and your unit, particularly the acceptable 
abbreviations. 

Current and descriptive documentation of patient 
care is essential, not only to provide quality care but also 
to protect the nurse. Assessments, plans, interventions, 
and evaluation of the patient’s progress must be reflected 
in the patient’s medical record in case malpractice is 
alleged. Nurses must also document phone conversa- 
tions with patients, family members, physicians, and 
other health care providers. 

If a patient is angry, not adhering to his or her treat- 
ment plan, or complaining, nurses should be even more 
careful to document thoroughly. Professional nurses 
recognize that establishing and maintaining good com- 
munication and rapport with patients and their families 
not only is an aspect of best practice but also is a means 
of protection from lawsuits. If you encounter a negative 
patient or family situation that you sense is escalating, 
seek the advice and guidance of a nurse manager or 
other person in a position of authority in your organi- 
zation. You do not have to settle problems with patients 
and families by yourself, and in fact it is wise to involve 
those in leadership situations to help deescalate difficult 
situations. 

Accountability for accurate documentation has 
increased in recent years because of the advent of elec- 
tronic documentation and multiple uses of recorded 
data, such as reimbursement, research, and quality 
assurance audits. The importance of the patient record 
as the basis for safe practice remains. You will learn how 
to document correctly as you advance through nursing 
school. Common problems in documentation include 
gaps in data or entries, subjectivity or bias, and deviating 
from policies and procedures established by your place 
of employment. 


Meet the Standard of Care 


The most important protective strategy for the nurse is 
to be a knowledgeable and safe practitioner and to meet 


the standard of care with all patients (Strong, 2016). 
Meeting the standard of care involves being technically 
competent, keeping up-to-date with health care innova- 
tions, being aware of peer expectations, and participat- 
ing as an equal on the health care team. 

Nurses must familiarize themselves with the policies 
and procedures of the agency in which they work, and 
if policies deviate from the current standard of care, 
they must take steps through organizational processes 
to bring institutional practices in line with standards 
and law. They must know how to use equipment prop- 
erly and know when that equipment is malfunctioning. 
Safe nurses keep up with the current evidence to guide 
their practice by reading the professional literature and 
attending continuing education conferences and work- 
shops. Professional nurses must use national standards 
of practice, care planning, and care evaluation. The ANA 
has developed generic and specialty standards of nursing 
practice and published these in the document Nursing: 
Scope and Standards of Practice, described in more detail 
elsewhere in this text. These national standards can be 
used by quality improvement programs in individual 
hospitals in establishing their own specific standards of 
nursing care appropriate for the setting. 

Continued competence is an issue the nursing pro- 
fession has not uniformly addressed (Strong, 2016). At 
this time, different states have differing requirements 
for continuing education as a prerequisite for license 
renewal. Professional nurses recognize that continuing 
education and maintaining competence are essential to 
safe practice, regardless of state requirements. 

In the final analysis, the best protection a nurse can 
have is to know the limits of his or her own education 
and expertise and the provisions of the state’s nursing 
practice act. Staying within those limits may sometimes 
require nurses to enlist assistance from more experi- 
enced nurses to be able to meet the standard of care. This 
should be viewed as a learning opportunity and an indi- 
cation of maturity rather than as a failure or evidence of 
incompetence. Box 6.7 contains information about doc- 
uments that all professional nurses should own, read, 
and understand to ensure that they meet the standard 
of care. 


Carry and Understand Professional 


Liability Insurance 
Despite the efforts of dedicated professionals, some- 
times they make mistakes and patients are injured. It is 


BOX 6.7 Four Documents You Should Own 


Professional nurses are accountable for practicing with- 
in their scope of practice. To stay current with changes 
that may affect the scope of nursing practice, you should 
always have the latest revision of the following four docu- 
ments. You must read and understand them and be mind- 
ful of their provisions as you practice. 

1. A copy of the nursing practice act of the state in which 
you practice. These are generally available for download- 
ing from states’ board of nursing websites. Familiarity 
with the law in your state is a key safeguard against in- 
advertently overstepping your limits of practice while un- 
derstanding the full set of responsibilities that your state 
requires you to fulfill as a professional RN. 

2. Nursing’s Social Policy Statement: The Essence of the 
Profession. Available from the ANA (www.nursing- 
world.org), this short but important document lays out 
in concise language the most current definition of nurs- 
ing; the knowledge base for nursing, including special- 
ization and advanced practice roles; and the regulation 
of practice. It represents “an expression of the social 
contract between society and professional nursing” 
(p. v) in the United States. The ANA has taken the po- 
sition that the scope of nursing practice should flow 
from the definition of nursing that is contained in this 
document. It therefore has considerable impact on the 
national scope of practice. 


essential for nurses to carry professional liability insur- 
ance to protect their assets and income in case they are 
required to pay monetary compensation to an injured 
patient (Pohlman, 2015). Nursing students should also 
carry insurance, and most nursing education programs 
require that they do so. In addition to carrying the insur- 
ance, nurses must read and understand the provisions of 
their malpractice coverage. 

Professional liability insurance policies vary. Typi- 
cally they provide up to $2 million of coverage for a 
single incident and up to $4 million total, but this var- 
ies by insurance carrier, so you must become familiar 
with your policy and coverage. The amount of cover- 
age depends on the nurse’s specialty. Certified nurse- 
midwives, for example, pay higher liability insurance 
premiums than do psychiatric nurses because a 
nurse-midwife’s potential for being sued is greater. 
Look for a policy that has portable coverage, and make 
sure that it covers court judgments, out-of-court settle- 
ments, legal fees, and court costs (Watson, 2014). Fur- 
thermore, a good policy covers incidents occurring any 
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3. Nursing: Scope and Standards of Practice. Also pub- 
lished by the ANA, this document expands on the 
Social Policy Statement. |t focuses on defining and 
delimiting clinical practice and its safe implementa- 
tion. Scope and Standards’ statements, in conjunction 
with other documents, are widely used in legal cases 
to determine whether a nurse has met the “standard 
of care” in a particular case. In addition to this general 
document, the ANA has published standards for nu- 
merous specialized areas of practice, such as hospice 
and palliative care and gerontologic, pediatric, neurosci- 
ence, vascular, and psychiatric-mental health nursing, 
among others. 

.ANA’s Code of Ethics for Nurses with Interpretive 
Statements. This document is available for viewing 
only (http:/www.nursingworld.org/MainMenuCatego- 
ries/EthicsStandards/CodeofEthicsforNurses) and may 
be purchased even if you are not yet a member of the 
ANA. It describes the ethical provisions that cover all 
aspects of nursing practice. In addition, it adds a num- 
ber of clarifying (“interpretive”) statements for each of 
the provisions. Knowledge of your professional orga- 
nization’s code of ethics is an important protection for 
you as you begin or continue your nursing practice. 
The three ANA documents are available on the ANA 
website, www.nursingworld.org. 


time, as long as the incident took place while the policy 
was in force, even if you no longer carry the insurance 
(occurrence policy). 

Professional liability insurance is available through 
most state nurses associations, nursing students asso- 
ciations, and private insurers. Group policies, such as 
those available through professional associations, are 
usually less expensive than individual policies and are 
an important benefit of association membership. Box 
6.8 provides information about the two main types of 
professional liability policies. 


Promote Positive Interpersonal Relationships 


Even in the face of untoward outcomes from a health 
care provider, it is usually only the disgruntled patient 
who sues. Therefore the best strategy for the professional 
nurse is prevention of legal actions through positive 
interpersonal relationships. 

Prevention includes giving personalized, concerned 
care; including the patient and the family in planning 
and implementing care; and promoting positive, open 
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BOX 6.8 Basic Types of Professional 
Liability Insurance Policies 


Occurrence Policies 

Cover injuries that occur during the period covered by 
the policy, whether or not the policy is still in effect at 
the time the suit is brought. 


Claims-Made Policies 

Cover injuries only if the injury occurs within the policy 
period and the claim is reported to the insurance com- 
pany during the policy period or during the “tail.” A tail 
is an uninterrupted extension of the policy period and 
is also known as the extending reporting endorsement. 


interpersonal relationships that communicate caring 
and compassion. When confronted with angry patients 
or family members, you must avoid criticizing or blam- 
ing other health care providers and maintain a con- 
cerned and nondefensive manner. 

The professional nurse who is clinically competent and 
caring, communicates openly with patients, and acknowl- 
edges the holism of the patient is likely to prevent most 
legal problems. Box 6.9 summarizes the important steps 


BOX 6.9 Guidelines for Preventing Legal 
Problems in Nursing Practice 


Practice safely in a safe setting. 

Communicate with other health professionals, 
patients, and—with the patient's permission—family 
members. Document fully, carefully, and in a timely 
manner. 

Delegate wisely, remembering the “five rights” of 
delegation. 

Meet or exceed the standard of care by staying on 
top of new developments and skills. 

Carry professional liability insurance, and know the 
specifics of the policy. 

Promote positive interpersonal relationships and a 
nondefensive manner while practicing caring, com- 
passionate, holistic nursing care. 


nurses can take to avoid legal problems in professional 
practice. When or if you commit an error, follow your 
agency's reporting requirements, learn from the expe- 
rience, and then begin the process of self-compassion, 
“being warm and understanding toward yourself when 
you make a mistake, rather than punishing yourself with 
self-criticism” (Curtin, 2017, p. 64). 


¢ Concept: Law is a system of rules that governs con- 
duct and attaches consequences to certain behavior. 

These consequences include civil or criminal action 

or both. 

Challenge: Nursing is subject to and limited by the 
definition of practice in the state nursing practice 
act and the qualifications for licensure to practice 
nursing in that state. Become familiar with your 
state’s nursing practice act. 

e Concept: The law is dynamic and must be responsive 
to society’s needs. 


Challenge: Being responsive has broadened the 
scope of nursing practice and increased the possi- 
bility for legal actions involving nurses. 

e Concept: Technological advances have increased 
concern about informed consent and patients’ rights 
to direct the care they choose to receive or refuse. 
Challenge: The use of social media may blur the 

lines between personal and professional bound- 
aries; however, the nurse needs to maintain firm 
professional boundaries with current and former 
patients when using social media. 


—_ 


. Using your state’s nursing practice act, describe the 
scope of practice of the RN. When was the last time 
the law was modified? Does it accurately reflect cur- 
rent nursing practice? 

2. Read the section of the nursing practice act relating 

to advanced practice. What differences are identified 

between the scope of practice of the general RN and 
that of the advanced practice nurse? 


3. If a physician writes a prescription for an unusually 
high dose of a medication, what steps should the 
nurse take to ensure patient safety? 

4, What are the liability issues for a nurse who fails to 
raise the side rails on a postoperative patient's bed if 
the patient is injured in a fall? 

5.Do you have an advance directive in place? 
Think about what you would want if you become 


incapacitated. Write your wishes down, and then 
consider taking whatever steps your state requires 
to create an official advance directives document. 
Be willing to have that “hard conversation” about 
end-of-life wishes with your family or close friends. 
6. It will not be long before you will be interviewing for 
your first nursing position. What questions should 
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© To enhance your understanding of this chapter, try the Student Exercises on the Evolve site at 


LEARNING OUTCOMES 


http://evolve.elsevier.com/Black/professional. 


After studying this chapter, students will be able to: 

e Differentiate between values, morals, ethics, and 
bioethics. 

e Explain the difference between Kohlberg’s and 
Gilligan’s approaches to moral reasoning. 

¢ Compare and contrast the three normative ethical 
theories. 

e Identify and define basic ethical principles. 

e Discuss the concept of justice as an ethical principle 
in health care delivery. 

e Discuss the relevance of a code of ethics for the 
profession of nursing. 

¢ Understand how professional ethics override 
personal ethics in professional settings. 


In our everyday, nonwork lives, the “rightness” or 
“wrongness” of a situation or how to act can seem very 
clear. We sometimes refer to these sharply, clearly delin- 
eated acts or decisions as being “black or white.” Often 
in health care, nurses face an uncertain space known as 
the “gray area” where what are right or wrong acts is not 
clear or sharply delineated. You have learned that nurs- 
ing focuses on human responses, so as with all endeav- 
ors that deal with humans and responses, nurses face the 
messiness—the gray area—that is inherent in individu- 
als’ lives and actions. Understanding ethical principles, 
frameworks, nursing’s code of ethics, and your values 
and beliefs can help you face the complex ethical issues 


e Describe ethical dilemmas resulting from conflicts 
between patients, health care professionals, family 
members, and institutions. 

e Identify a model for ethical decision making, and 
discuss the steps of the model. 

e Recognize sociocultural challenges to professional 
ethical behavior, including social media and 
substance abuse. 

e Understand the important ethical issues related to 
immigration, migration, and health care. 

e Recognize moral distress, and describe the 
individual and organizational issues resulting from 
unaddressed moral distress. 

e Describe the process of using moral courage with 
the CODE Moral Courage Model. 


that confront nurses. You will learn to act in accord with 
nursing’s code of ethics, which will give you a firm foun- 
dation on which to practice nursing ethically. 

Scholars have devoted their entire careers to the 
study of ethics, the examination of questions of right and 
wrong, how values are determined, and how ethics are 
applied in specific situations. Ethics are also known as 
moral philosophy. There are three general types of eth- 
ics: (1) metaethics, which focus on universal truths, and 
where and how ethical principles are developed; (2) nor- 
mative ethics, which focus on the moral standards that 
regulate behaviors; and (3) applied ethics, which focus 
on specific difficult issues such as euthanasia, capital 
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punishment, abortion, and health disparities. In a prac- 
tice profession such as nursing, ethical issues often arise, 
created by the very nature of the work of nursing. The 
purpose of this chapter is to give you a basic introduc- 
tion to the very complex issues of ethics so that you will 
be better prepared to recognize and work through situa- 
tions with ethical implications. 

Common situations with ethical implications for 
nurses include making decisions about the allocation 
of time and resources, what and how much information 
to share with patients and their families, how to man- 
age and deal with colleagues professionally, and how to 
resolve problems when the desires and needs of patients 
and families conflict with institutional policies or the 
values of those providing the care. More dramatic eth- 
ical issues for nurses include assisting families making 
end-of-life decisions, allocating care in emergency situ- 
ations (triage), managing pain near the end of life with 
large doses of narcotics, and advocating for a patient 
even when the nurse does not agree with the patient. 


BOX 7.1 


Anne Bavier (2009), PhD, RN, FAAN, Dean of the University 
of Texas at Arlington College of Nursing and President-elect 
of the National League for Nursing, wrote to nursing students 
and their faculty in an editorial about the high standards of in- 
tegrity for themselves and for all who serve patients: 

To become the guardians of patients’ well-being and 
of the nursing profession, nurses must learn more than 
technical skills, even more than just critical thinking or 
ethical criteria.... The topic is timely: If recent headlines 
are any indication, professional ethics are in critical condi- 
tion. We are all familiar with reports of financial dishones- 
ty that have contributed to a contracted global economy, 
and we have seen recent surveys about student cheating 
and plagiarism. It seems that a chronic ailment, human 
frailty, is the underlying disorder. 

For nurses and nurse faculty, the outcomes of dishon- 
esty are, without hyperbole, a matter of life and death. 
When a math student or an English student cheats with- 
out learning, society is impaired, to be sure. However, if 
a nursing student cheats without learning, patients may 
sicken or die.... When the (National League for Nursing 
[NLN]) adopted its core values, it included integrity, “ev- 
ident when organizational principles of communication, 
ethical decision making, and humility are encouraged, 
expected, and demonstrated consistently.” The NLN 
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To manage the complex ethical issues they face, nurses 
need an understanding of the theoretical basis for ethi- 
cal decision making. 

Throughout their education and practice, nurses 
must exercise judgment when making clinical decisions. 
However, when nurses encounter ethical dilemmas, 
they need an ethical decision-making model to apply to 
the situation and one that works for individual nurses 
in the context of his or her value system. Box 7.1, “To 
Be Guardians of the Ethical Treatment of Patients,” 
describes the importance of the role of nurses and nurs- 
ing faculty in achieving high standards of integrity to 
provide ethical care for our vulnerable patients. 


DEFINITIONS OF BASIC CONCEPTS 
IN ETHICS 


Defining values, morals, ethics, and bioethics is useful 
as a first step in understanding ethics and their rela- 
tionship to health care. Values are attitudes, ideals, or 


To Be Guardians of the Ethical Treatment of Patients 


states that “not only is doing the right thing simply how 
we do business, but our actions reveal our commitment 
to truth-telling and to how we always see ourselves from 
the perspective of others in a larger community” (http:// 
www.nln.org/about/core-values). Most schools and uni- 
versities have similar codes of conduct that stress the 
greater good of individual actions and the pursuit of truth. 

Nurses and nurse faculty must be the guardians of the 
ethical treatment of patients. Aristotle’s deceptively sim- 
ple rationale for living well and doing good seems exqul- 
sitely suited to nursing education: “Every art and every 
inquiry, and similarly every action and choice, is thought 
to aim at some good; and for this reason the good has 
rightly been declared to be that at which all things aim.” 
Nursing, as both art and inquiry, action and choice, must 
always reflect on its aims. That is what Aristotle called 
phronesis, practical wisdom, change for good by planning 
an effective route to a desirable goal. Thus, a nurse edu- 
cator (whether in classroom or Clinic) is not just a master 
of skills conveyed to the student but also a teacher of 
practical wisdom: ethical action. 

Deeply mentored by nurse faculty, they must become 
confident, autonomous health care professionals who 
have high standards of integrity for themselves and for all 
who serve patients. 


From Nursing Education Perspectives by Anne Bavier. Copyright 2009 by National League for Nursing. Reproduced with permis- 
sion of National League for Nursing in the format Textbook via Copyright Clearance Center. 
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beliefs that an individual or a group holds and uses to 
guide behavior. Values are usually expressed in terms 
of right and wrong, hierarchies of importance, or how 
one should behave. Values are freely chosen and indi- 
cate what the individual considers important, such as 
honesty and hard work. Values are assimilated from 
and influenced by personal and professional experi- 
ences and are deeply rooted in an individual's culture. 
Attitudes are integrated with values and can shape 
nurses’ judgments and actions. Attitudes may, how- 
ever, result in nurse bias if the nurse is not cognizant 
of how the beliefs may affect the nurse’s judgment. The 
terms morals and ethics are often used interchangeably, 
but for the purposes of this book, a distinction is made. 
Philosophers and scholars have conflicting views on 
how to define these terms. Morals provide standards 
of behavior that guide the actions of an individual 
or social group and are established rules of conduct 
to be used in situations where a decision about right 
and wrong must be made. Morals typically focus on 
behaviors and actions of what to do (good) and what to 
avoid (harm). An example of a moral standard is “One 
should not lie” Morals are learned over time and are 
influenced by life experiences and culture. 

Ethics is a term used to reflect what actions an indi- 
vidual should take and maybe “codified, as in the ethical 
code of a profession. “Ethics” is derived from the Greek 
word “ethos” which means habits or customs. Ethics 
are process oriented and involve a critical analysis of 
actions. If ethicists (persons who study ethics) reflected 
on the moral statement “One should not lie,” they would 
clarify definitions of lying and explore whether there are 
circumstances under which lying might be acceptable. 

Bioethics are the application of ethical theories and 
principles to moral issues or problems in health care. 
Bioethics (also referred to as biomedical ethics) as an 
area of ethical inquiry came into existence around 1970, 
when health care providers began to embrace a holistic 
view of the patient and the rights of patients, in addition 
to treating and curing disease. Bioethics are concerned 
with determining what should be done in a specific 
situation by applying ethical principles. For instance, 
discussions about genetic testing often have a strong 
bioethical component surrounding use of knowledge 
from this type of testing. The website www.bioethics.net 
is a source of comprehensive and up-to-date informa- 
tion about issues related to bioethics that you may find 
interesting. 


Advances in science and medical technologies have 
allowed health care providers to sustain lives under 
circumstances that once would have caused a patient’s 
death. On the one hand, these technologies are excel- 
lent tools in the management of some problems—for 
example, in assisting with ventilation until a patient 
can breathe without assistance, as sometimes happens 
in the case of a life-threatening but reversible condi- 
tion (e.g., severe pneumonia, moderately severe head 
injury). Conversely, these advances sometimes create 
ethical dilemmas for health care providers. For example, 
a patient may be “kept alive” even when there is no dis- 
cernible brain activity or hope for the return of sponta- 
neous respiration. Nurses struggle with situations such 
as these, asking whether a patient should be sustained 
(“kept alive”) under these circumstances. These situa- 
tions sometimes raise serious questions for nurses about 
the meaning of life and what constitutes being “alive.” 

A critical attribute of providing care in a professional 
setting is that professional ethics override personal mor- 
als and values. The American Nurses Association (ANA) 
published a position statement in 1983 that remains in 
effect today and that contains this statement: “The ANA 
believes the Code [of Ethics] for Nurses is nonnegotia- 
ble and that each nurse has an obligation to uphold and 
adhere to the code of ethics” (ANA, 1994). Holding all 
nurses accountable to the same ethical code is a means 
of protecting patients by establishing a clear standard by 
which nurses make ethical decisions and carry out their 
duties. Provision 2 of the Code of Ethics describes the 
nurse’s primary commitment to the patient; provision 5 
describes the responsibility of nurses to maintain their 
own integrity. These two provisions are not in conflict, 
but they do underscore the importance of understand- 
ing nursing’s primary ethical obligations to the care of 
patients. 

Nurses, then, must think carefully about personal 
values and morals. Being clear on where one stands per- 
sonally on a situation will help the nurse make careful 
choices about their work environment and the types 
of patients with whom he or she would like to work. 
For instance, if a nurse’s personal moral belief is that 
abortion is wrong under any circumstances, he or she 
would find untenable the requirements of a work set- 
ting in which pregnancy terminations are performed 
for genetic disorders. Similarly, if a nurse believes that 
drug addiction represents a moral shortcoming, seek- 
ing employment on an infectious disease unit where 


many patients have addiction problems would be a poor 
choice. By understanding their personal values, nurses 
can anticipate situations in which their personal morals 
and professional ethics may be in conflict. A thoughtful 
nurse who is aware of deep personal values and moral 
standards will make decisions regarding practice setting 
so that the nurse’s own personal integrity remains intact, 
while putting patients and their needs first. 

Moral reflection—critical analysis of one’s mor- 
als, beliefs, and actions—is a process through which a 
person develops and maintains moral integrity. Moral 
integrity in a professional setting is a goal in which one’s 


PROFESSIONAL PROFILE BOX 7.1 
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professional beliefs and actions are assessed and ana- 
lyzed (reflected on) so that professional ethics continue 
to mature and respond to changes in practice (Hard- 
ingham, 2001). In any complex ethical situation, nurses 
should analyze their own actions so that they can reduce 
inner conflicts between their personal values and morals 
and their professional ethics. A model of nurses’ ethical 
reasoning developed by Roseanne Fairchild, PhD, RN, 
CNE, NE-BC, is featured in Professional Profile Box 7.1. 

Moral distress is a phenomenon of spiritual, emo- 
tional, and behavioral anguish (Burston and Tuckett, 
2013). Moral distress may arise when one knows the 


NURSES’ ETHICAL REASONING SKILLS MODEL 


A dynamic, ethically based reasoning process became 
apparent to me over a period of years as | worked with 
patients and families as a registered nurse (RN) in the 
emergency department and in hospice/palliative care. 
This dynamic is proposed to involve the interplay of sev- 
eral important internal cognitive processes, as depict- 
ed in the nurses’ ethical reasoning skills (NERS) model 
(Fairchild, 2010). With this theory, | propose that when 
faced with an ethical dilemma, the professional nurse's 
cognitive processes include reflection, reasoning, and a 
review of competing values, ultimately leading to pur- 
poseful action on behalf of patients and families in the 
nurse's care. 

| developed this model during my doctoral studies at 
Indiana University, based on my work experiences as an 
RN, and also based on current evidence in ethical deci- 
sion making, and in nursing and health systems theory 
and research (Fairchild, 2010). During my studies, a di- 
verse mix of coursework in ethics and theory seemed 
to coalesce, allowing me to visualize the complexity of 
patient care decision-making processes as a unique and 
ongoing cycle for nurses, akin to a phenomenon called 
systems thinking (Pesut and Herman, 1999). In systems 
thinking, we continually take experiences in and reflect 
on them from a holistic, values-based, knowledge-driven 
stance. Thus what nurses and other health care providers 
strive to accomplish every day in emergent and/or crisis 
situations needs to be represented and supported by a 
fluid, interactive thought dynamic that promotes sound 
ethical decision making at the “sharp end” (Cook and 
Woods, 1994) of care. 

As challenges in patient care are managed on a daily basis 
in practice, | believe that practical ethical decision-making 
skills need to be pushed to the forefront of health care 


delivery, based on ever-changing characteristics of today's 
complex health care systems. In addition, as nurses, our 
experiences teach us that context is of utmost importance 
as we strive to follow basic tenets of our profession; that 
is, to do good, and above all, to do no harm (Gilligan, 1987) 
on behalf of patients and families. Nurses’ unique com- 
mitment and calling to apply both higher level knowledge 
and humanistic, holistic caring are what set us apart from 
the medically based disease model of care. Knowing and 
cooperatively manifesting our uniqueness allow us to act 
wholeheartedly and in good faith with other members of 
the health care team, because we are consciously realizing 
the complexity, as well as the fragility, of the human caring 
work we engage in each day. 


Reflect <—_>_ Reason 


Review 
competing 
values 


ACT 
Theoretical model of nurses’ ethical reasoning skills. 


Roseanne M. Fairchild, PhD, RN, CNE, NE-BC 
Indiana State University, Clayton, IN 
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morally correct action to take but is unable to act as 
a result of internal constraints (such as lack of moral 
courage) or external constraints, including power differ- 
entials (Saureland et al., 2014). Moral distress may also 
occur when a nurse’s moral action is ineffective in ensur- 
ing the moral outcome, often because of constraints 
beyond the nurse’s control (Rushton et al., 2016). 

Repercussions of moral distress affect not only the nurse 
but also the broader health care context, including risk to 
health care quality and patient outcomes, job satisfaction, 
and retention, as well as the physical, spiritual, and emo- 
tional wellness of the nurse (Burston and Tuckett, 2013). 
Unaddressed moral distress can lead to nurse behaviors that 
exacerbate an integrity-compromising situation, including 
nurse apathy, indifference, avoidance, disengagement in 
patient care situations, feelings of powerlessness, and loss 
of moral sensitivity (McCarthy and Gastmans, 2015). 

The following scenario and the one later in this chap- 
ter have several important ethical implications that 
cause a moral dilemma for the health care team and the 
family. Examine the scenarios for various ethical issues, 
and think about what parts of this situation might pose 
a moral dilemma or moral distress for you. 

Scenario 1: What are the implications of “doing every- 
thing”? A newborn infant was admitted to the neonatal 
intensive care unit (NICU). She was born very prematurely 
and weighs only 520 grams (about 1 pound). The parents 
want “everything done” for the infant to ensure her sur- 
vival; the infant, however, has multiple setbacks including 
serious infections; feeding problems; and then a grade IV 
intraventricular hemorrhage, which is severe bleeding into 
the ventricles of the brain. The neonatologists are con- 
vinced that the infant will have profound physical, cogni- 
tive, and developmental problems if she even survives and 
ask for a meeting with the parents to discuss discontinuing 
the infant's life support. The parents want life support to be 
continued and for the infant to be a “full code” meaning 
that all efforts will be made to resuscitate her in case her 
heart stops. The infant's primary care nurse understands 
the parents’ deep desire to give their child every chance 
to live; however, he also understands the severe physical 
and neurologic complications of extreme prematurity. He 
is concerned about pain and suffering the infant may be 
experiencing because of her numerous treatments and 
extensive supportive technology. He thinks about the 
resources in terms of time and money that continuing sup- 
port of this infant requires, and although he does not like 
thinking about patient care in those terms, he recognizes 


the tension he feels about the effort the infant is requiring. 
The nurse realizes that he dreads going in to work every 
day to take care of this infant and finds himself dwelling on 
the situation when he is not at work. After a long shift one 
night, he goes home and blurts out to his wife, “This just 
isnt right, and I don’t know what to do about it” 

This example demonstrates numerous aspects of 
moral dilemmas and resulting moral distress. The nurse 
experienced moral distress, a sense of being unable to 
act in a way that he believes is moral in this situation. 
The nurse recognized the parents’ desire for their child 
to live; the possibility of pain and suffering of the infant; 
the real possibility of severe, long-term problems if she 
lives; the expense in terms of time and money; the emo- 
tional toll of care of the infant; and his own discomfort 
and sense of helplessness. This nurse also demonstrated 
that he was reflecting on his own practice and beliefs, 
which will help maintain his moral integrity. He will also 
use the lessons from this patient situation as he matures 
as a nurse, so that similar situations in the future may 
not be so distressful for him. Thinking Critically Box 
7.1 refers to this patient situation; once you have studied 
the remainder of this chapter, you will have additional 


Addressing Distressful Ethical Situations 


Reflect on the clinical example of the nurse's moral dis- 

tress related to the prematurely born infant in the NICU. 

Now that you have some basic knowledge about ethics, 

consider these questions: 

1. What would a deontologist's position be with regard 
to the sustaining of the infant's life? 

. What would a utilitarian’s position be in this case? 

. What virtues of the nurse do you see at work in this 
case? 

. What basic ethical principles do you think the nurse 
may be using in analyzing this moral dilemma? 

.What are your own personal beliefs and values 
regarding the sustaining of a very premature infant 
on extensive life support? 

. What are alternative ethical viewpoints that someone 
else may hold regarding this situation? 

. Who holds the primary responsibility for determining 
what should happen in this case—the parents or the 
health care providers? Defend your response from an 
ethical perspective. 

. What is the state’s (government's) role in intervening 
in this type of situation? 


knowledge, tools, and perspective with which to con- 
sider the complexities of this scenario. 

To function effectively in today’s complex health care 
arena, nurses need to understand approaches to moral 
reasoning, theories of ethics, basic ethical principles, and 
ethical decision-making models. A significant advance 
in the professionalization of a traditional occupation 
such as nursing is the adoption of a formal code of eth- 
ics (Baker, 2009). Professional ethical codes such as that 
of the ANA provide substantial guidance in determining 
how to respond and act in practice settings when faced 
with an ethical dilemma. The remainder of this chapter 
will provide a basic orientation to these complex topics. 


APPROACHES TO MORAL REASONING 


Similar to other forms of human development, moral 
reasoning is a process in which maturation occurs over 
time as persons become more abstract in their think- 
ing and understanding of the world. Moral development 
describes how a person learns to handle moral dilem- 
mas from childhood through adulthood. Two important 
theorists in moral development and reasoning are Law- 
rence Kohlberg and Carol Gilligan. 


Kohliberg’s Stages of Moral Reasoning 


Kohlberg (1976, 1986) proposed three levels of moral 
reasoning as a function of cognitive development: (1) 
preconventional, (2) conventional, and (3) postcon- 
ventional. Each of these three levels is then considered 
in terms of stages. In the preconventional level, the 
individual is inattentive to the norms of society when 
responding to moral problems. Instead, the individu- 
al’s perspective is self-centered. At this level, what the 
individual wants or needs takes precedence over right or 
wrong. A person in stage 1 of the preconventional level 
responds to punishment. In stage 2, the person responds 
to the prospect of personal reward. Kohlberg observed 
the preconventional level of moral development in chil- 
dren younger than 9 years of age, as well as in some 
adolescents and adult criminal offenders. A more typ- 
ical example, however, is that of a toddler for whom the 
word no has yet to have meaning as he or she persists in 
reaching for a breakable object on a table. 

The conventional level is characterized by moral 
decisions that conform to the expectations of one’s fam- 
ily, group, or society. The person making moral choices 
based on what is pleasing to others characterizes stage 
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3 within this level. An individual in stage 4 of the con- 
ventional level makes moral choices based on a larger 
notion of what is desired by society. When confronted 
with a moral choice, people functioning at the con- 
ventional level follow family or cultural group norms. 
According to Kohlberg, most adolescents and adults 
generally function at this level. “Because it’s the law” is a 
common explanation of persons operating at a conven- 
tional level of moral reasoning. 

The postconventional level consists of stage 5 and 
stage 6 and involves more independent modes of think- 
ing than previous stages. The individual has developed 
the ability to define his or her own moral values. Individ- 
uals who apply moral reasoning at the postconventional 
level may ignore both self-interest and group norms in 
making moral choices. For example, they may sacrifice 
themselves on behalf of the group. Part of their moral 
reasoning and behavior is based on a socially agreed-on 
standard of human rights (Haynes et al., 2004). In this 
highest level of moral development, people create their 
own morality, which may differ from society’s norms. 
Kohlberg believed that only a minority of adults achieves 
this level. 

Progression through Kohlberg’s levels and their cor- 
responding stages occur over varying lengths of time 
for different individuals. The stages are sequential, they 
build on each other, and each stage is characterized by a 
higher capacity for moral reasoning than the preceding 
stage. Kohlberg (1976) suggested that certain conditions 
might stimulate higher levels of moral development. 
Intellectual development is one necessary characteris- 
tic. Individuals at higher levels intellectually generally 
operate at a higher stage of moral reasoning than those 
with lower levels of intellect. An environment that offers 
people opportunities for group participation, shared 
decision-making processes, and responsibility for the 
consequences of their actions also promotes higher lev- 
els of moral reasoning. Moral development is stimulated 
by the creation of conflict in settings in which the indi- 
vidual recognizes the limitations of present modes of 
thinking. For example, students have been stimulated to 
higher levels of moral reasoning through participating 
in courses on moral discussion and ethics (Kohlberg, 
1973). 


Gilligan's Stages of Moral Reasoning 


Gilligan (1982) was concerned that Kohlberg did 
not adequately recognize women’s experiences in the 
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development of moral reasoning. She noted that Kohl- 
berg’s theories had largely been generated from research 
with men and boys, and when women were tested by 
using Kohlberg’s stages of moral reasoning, they scored 
lower than men. Gilligan believed that women’s and 
girls’ relational orientation to the world shaped their 
moral reasoning differently from that of men and boys. 
Women do not have inadequate moral development but 
different development because of their gender. Kohl- 
berg’s inattention to gender differences meant that his 
theory was inadequate in explaining women’s moral 
development. 

Gilligan described a moral development perspective 
focused on care. In Gilligan’s view, the moral person is 
one who responds to need and demonstrates consid- 
eration of care and responsibility in relationships. This 
perspective differed from the orientation toward jus- 
tice described by Kohlberg (1973, 1976). In Gilligan’s 
research on moral reasoning, women most often exhib- 
ited a focus on care, whereas men more often exhibited 
a focus on justice. Gilligan described the differences 
between women’s and men’s moral reasoning not as a 
matter of better or worse, or mature or immature, but 
simply as a matter of having “a different voice” in moral 
reasoning. 

Gilligan (1982) suggested that women view moral 
dilemmas in terms of conflicting responsibilities. She 
described women’s development of moral reasoning as 
a sequence of three levels and two transitions, with each 
level representing a more complex understanding of the 
relationship between self and others. Each transition 
resulted in a critical reevaluation of the conflict between 
selfishness and responsibility. Gilligan’s levels of moral 
development are (1) orientation to individual survival; 
(2) a focus on goodness with recognition of self-sacrifice; 
and (3) the morality of caring and being responsible for 
others, as well as self. The focus of nursing on care as 
a moral attribute is congruent with Gilligan’s assertion 
that the dynamics of human relationships are “central 
to moral understanding, joining the heart and the eye in 
an ethic that ties the activity of thought to the activity of 
care” (p. 149). Critical thinking within a caring profes- 
sional relationship is a sound basis for nursing practice. 

Nurses at times combine the care/justice perspec- 
tive when forced to make ethical decisions. Nurses 
have shifted from the moral perspective of care to a 
justice orientation where universal rules and principles 
are used in moral decision making (Zickmund, 2004). 


Furthermore, as economics and scarcity of resources 
shape the delivery of health care, nurses may find them- 
selves less able to use critical thinking, reflection, and 
higher stages of moral reasoning in their practice set- 
ting. 

The nature of the practice of nursing has deeply eth- 
ical implications. Some implications are clear, such as 
those described in the case of the NICU earlier in this 
chapter. The ethical implications of day-to-day prac- 
tice and decisions are often obscured by more dramatic 
scenarios. In scenario 2, a nurse organizes her day and 
addresses her patients’ needs by a strategy she calls “time 
management.” 

Scenario 2: At the beginning of her shift on an ortho- 
pedic trauma unit, Michelle, a registered nurse with 3 
years’ experience, identified and prioritized several tasks 
that she needed to complete during her shift, listing 
times for scheduled medications, three complex dress- 
ing changes, helping a patient on postoperative day 1 to 
get out of bed, and discharge teaching for her patient 
Mr. Thomas, who was going home after a long hospital- 
ization for the treatment of a severe compound fracture 
of his lower leg. Michelle knew that there was another 
patient in the emergency department (ED) waiting for 
admission to the unit, but there were no empty beds; the 
only bed that was going to be available was the one Mr. 
Thomas now occupied. Michelle anticipated a busy shift. 

Also, Michelle’s patient Mr. Dillard complained 
of pain in his abdomen and asked for medication 
frequently. After assessing each of her six patients, 
Michelle collected the discharge papers for Mr. Thomas 
and started her teaching with him and his wife, who 
was going to continue care of the large wound in Mr. 
Thomas leg at home. Mrs. Thomas had numerous ques- 
tions and what seemed to be a routine discharge became 
more complicated when she asked Michelle for a home 
health referral so a nurse could help them manage Mr. 
Thomas’ wound at home. Soon, Mr. Dillard rang his call 
light and asked for pain medication; a nurse colleague 
stepped into the room to tell Michelle, “Your frequent 
flyer in Room 312 rang again.” Several minutes later, the 
ED charge nurse called to ask when a bed was going to 
be ready. The patient in the ED had been there since 10 
p.m. the previous evening. Michelle began to feel a bit of 
stress but decided to reprioritize her day. 

As she stood at the med cart and reviewed Mr. Dil- 
lard’s pain med use, she noted to her colleague, “He has 
got to be drug seeking. That is the only explanation.” 


She decided that she could forgo for the time being get- 
ting a home health referral for Mr. Thomas; she under- 
stood that until he went home, she would not have 
to do the long admission process for the new patient 
coming from the ED. When Mr. Dillard asked for pain 
medication a second time, Michelle rolled her eyes and 
continued to check the morning laboratory reports; 
when Mrs. Thomas came to the nurses’ station to ask 
about the home health referral, Michelle told her, “I 
called the social worker to come up to see you, but she 
is busy and can't get here until midafternoon.” Mrs. 
Thomas thanked Michelle and walked away, at which 
point Michelle turned to a new nurse in orientation 
and told her, “And that’s the time management skill 
they don’t teach you in nursing school” and high-fived 
another colleague. 

In Thinking Critically Box 7.2, you will be consider- 
ing this scenario and how day-to-day nursing acts have 
ethical implications. 


Day-to-Day Ethical Considerations 


Reread scenario 2 carefully, and then consider the per- 

spectives from various persons described in it. 

1. You are the new nurse in orientation. Describe the 
scenario from your perspective, and identify what 
you understand as elements of the scenario with eth- 
ical implications. 

. You are Michelle. Describe the scenario from your 
perspective as a competent nurse with a busy day 
ahead. 

. You are Mr. Dillard. Your pain in your abdomen was 
not part of your original admission diagnosis. You are 
hospitalized for treatment for injuries after an auto- 
mobile accident in which the air bag deployed. You 
ask Michelle to call your doctor because you are not 
getting pain relief. Michelle tells you that you are to 
get pain medication every 4 to 6 hours, and it has only 
been 3.5 hours. Consider the ethical implications of 
pain management. What did Michelle mean in refer- 
ring to Mr. Dillard as “drug seeking" ? What does “be- 
ing ethical” mean for a nurse in this situation? Was 
Michelle being ethical? 

. You are Mrs. Thomas, and as you walk away you hear 
Michelle's “time management” comment. You return 
to the desk to ask Michelle if she had even called a 
social worker yet. From an ethical perspective, how 
should Michelle respond? 
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The article described in this chapter’s Evidence-Based 
Practice Box 7.1 demonstrates that nurses often fall short 
of established ethical standards to complete their daily 
work. This problem is not exclusive to American nurses: 
the problem exists across nursing internationally. 


THEORIES OF ETHICS 


Theories of ethics, like all theories, are conceptual 
descriptions of phenomena. In ethics, the phenomena 
described are understandings of behaviors in terms of 
their moral implications. Theories are broad descrip- 
tions, and no single ethical theory can be applied 
universally in health care situations. As previously 
introduced, there are three general types of ethics: 
(1) metaethics, which focuses on universal truths, and 
where and how ethical principles are developed; (2) 
normative ethics, which focuses on the moral standards 
that regulate behaviors; and (3) applied ethics, which 
focuses on specific difficult issues such as euthanasia, 
capital punishment, abortion, and health disparities. In 
this section, selected ethical theories useful to nurses 
are introduced with emphasis on the normative eth- 
ical theories (virtue ethics, deontological ethics, and 
utilitarian ethics), and principalism ethics. Table 7.1 
provides the highlights and contrasts among the three 
normative ethical theories, and Table 7.2 summarizes 
principalism ethics. 


Deontology 


The term deontology has its origins from the Greek word 
deon, which means “obligation” or “duty.” German phi- 
losopher Immanuel Kant (1724-1804) was a preemi- 
nent deontologist. He believed that an act was moral if 
its motives or intentions were good, regardless of the 
outcome. An ethical action consists of doing one’s duty 
or honoring one’s obligations to human beings: to do 
one’s duty was right; to not do one’s duty was wrong. The 
deontological perspective does not look primarily at the 
consequences of actions or outcomes; rather, it focuses 
on the intent of the act. For example, a nursing student 
was providing care to a senior man who was dying and 
who had been estranged from his son for many years. 
From his wallet, he pulled out a tattered piece of paper 
with a phone number on it. Handing it to the nursing 
student, he asked her to promise him that she would 
call his son and ask him to come for a final visit. She 
promised. 
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Although she was filled with dread, the nursing stu- 
dent recognized her obligation to her patient to honor 
her promise to him. With trembling hands, she called 
the number. The man who answered listened to her for a 
few moments; then he said, “I wouldn't go to see him if 
you paid me. Tell him I am glad he’s dying” And then he 
hung up on her. The student was horrified and was very 
upset about what to tell her dying patient. From a deon- 
tological perspective, the nursing student acted ethi- 
cally, because she had a duty to respond to her patient’s 
request and to keep her promise, despite the outcome. 


Deontology can be further divided into act deontol- 
ogy and rule deontology. Act deontologists determine 
the right thing to do by gathering all the facts and then 
making a decision. Much time and energy are needed to 
judge each situation carefully. Once a decision is made, 
there is a commitment to universalizing it. In other 
words, if one makes a moral judgment in one situation, 
the same judgment will be made in any similar situa- 
tion. Rule deontologists, on the other hand, emphasize 
that principles guide our actions. Examples of rules 
might be “Always keep a promise” or “Never tell a lie.” 


EVIDENCE-BASED PRACTICE BOX 7.1 


Nurses’ Ethical Decision Making: Conformist Practice 


A growing concern exists regarding nurses’ ethical compe- 
tence. Barriers to ethical practice compromise nurses’ ability 
tocare for patients ina manner that they consider to be moral. 
De Casterlé and colleagues (2009), an international team of 
nurse researchers, conducted a meta-analysis using data 
from nine different studies in four countries to determine 
how nurses became involved in ethical decision making and 
action in their daily practice. A meta-analysis is a means of 
using similar data from different studies that address simi- 
lar hypotheses and research questions to get results from a 
larger sample. By combining data, these researchers were 
able to pool the responses of 1592 RNs who completed the 
Ethical Behavior Test, which is based on an adaptation of 
Kohlberg’s theory of moral development. 

De Casterlé and colleagues first reviewed the existing 
literature about nurses’ ethical decision making in prac- 
tice. They found in their review that nurses typically were 
often poorly prepared to address ethical dilemmas and 
that nurses do not use critical thinking in making ethical 
decisions. Nurses were also found to experience conflicts 
between their personal values and professional ethics, 
and few nurses were able to express ethical problems 
to the health care team. In addition, nurses found that 
their work environment hindered their ability to practice 
nursing in a manner that they believed was ethical. Heavy 
workloads, time and financial constraints, and staffing 
problems all interfered with nurses’ ability to make ethical 
decision making a priority. 

Among the 1592 RNs included in the sample of this 
meta-analysis, 58 nurses were recruited specifically be- 
cause they were known to demonstrate high-level ethi- 
cal reasoning and practice. These nurses constituted the 
“expert group.” This strategy is known as “purposeful 


sampling,” to include in a study a very specific group of 
participants as a comparison group. 

The expert group exhibited a significantly higher likeli- 
hood to make ethical decisions from a postconvention- 
al level of moral reasoning, usually at Kohlberg's sixth 
stage. The nonexpert group (the other 1534 nurses) 
generally preferred moral decisions that corresponded to 
Kohlberg’s fourth stage, the conventional level of moral 
reasoning. The nonexpert nurses were significantly more 
likely than expert nurses to prefer moral decisions from 
the preconventional level, at Kohlberg’s second stage. 

The findings suggested that nurses typically make eth- 
ical decisions at a conventional level and that this is an 
international phenomenon among nurses. The research- 
ers referred to this as “conformist practice” that “ex- 
cludes a critical and creative search for the best caring 
answer” (p. 547) to ethical dilemmas. The conventions 
of practice—medical prescriptions, rules of the nursing 
unit, and policies and procedures—serve as a framework 
for practice but should not preclude individualized patient 
care. The findings of this study confirmed much of what 
the researchers had seen from their review of the litera- 
ture: that nurses often face ethical challenges, that work- 
place conditions hinder nurses from ethical practice, and 
that there is a growing concern about nurses’ ability to 
practice ethically. In addition, de Casterlé and colleagues 
found that nurses tend to conform to workplace rules and 
norms rather than using creativity and reflecting critically 
on their practice. The researchers suggest that, to provide 
the best care possible for patients, nurses must devel- 
op maturity in their moral reasoning, especially at a time 
when economic values tend to predominate in shaping 
workplace decisions. 


Data from de Casterlé BD, Izumi S, Godfrey NS, et al.: Nurses’ responses to ethical dilemmas in nursing practice: meta-analysis, 


J Adv Nurs 63(6):540-549, 2009. 


TABLE 7.1 
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Highlights and Contrasts Among the Three Normative Ethical Theories 


Framework 


Deliberative 
Process 


Focus 


Definition 
of Ethical 
Conduct 

Motivation 


Limitations 


Virtue 


What kind of person should | be (or 
try to be), and what will my actions 


show about my character? 


Person: Attempts to discern char- 
acter traits (virtues and vices) that 


are, or could be, motivating the 
people involved in the situation. 


Ethical conduct is whatever a fully 


virtuous person would do in the 
circumstances. 


Aim is to develop one’s character. 


Assumes everyone has moral 
motives and strives to develop 


Consequentialist 


What kinds of outcomes 
should | produce (or try to 
produce) ? 

Outcome: Directs attention 
to the future effects of an 
action, for all people who 
will be directly or indirectly 
affected by the action. 

Ethical conduct is the action 
that will achieve the best 
consequences. 

Aim is to produce the most 
good. 

In interest of benefiting the 
majority, the interests of 


Duty 


What are my obligations in this 
situation, and what are the 
things | should never do? 

Duty: Directs attention to the 
duties that exist prior to the 
situation and determines 
obligations. 


Ethical conduct involves always 
doing the right thing: never 
failing to do one’s duty. 

Aim is to perform the right 
action. 

Assumes humans make moral 
judgments. Life situations 


the minority are overlooked. vary, and rules for all cir- 


virtues. Requires a case-by-case 


approach without a defined 
decision-making process. 


Adapted by Brown University, 2017. 


Impossible to calculate all 
consequences. 


cumstances are unrealistic. 
Disregard for consequences 
of actions. 


Acknowledgement: This framework for thinking ethically is the product of dialogue and debate in the seminar Making Choices: 
Ethical Decisions at the Frontier of Global Science held at Brown University in the spring semester 2011. It relies on the Ethical 
Framework developed at the Markkula Center for Applied Ethics at Santa Clara University (http://www.scu.edu/ethics/practicing/ 
decision/) and the Ethical Framework developed by the Center for Ethical Deliberation at the University of Northern Colorado as 
well as the Ethical Frameworks for Academic Decision-Making on the Faculty Focus website (https://www.facultyfocus.com/ 
articles/faculty-development/ethical-frameworks-for-academic-decision-making/), which in turn relies on Understanding Ethical 
Frameworks for E-Learning Decision-Making, December 1, 2008, Distance Education Report. Primary contributors include Sheila 
Bonde and Paul Firenze, with critical input from James Green, Margot Grinberg, Josephine Korijn, Emily Levoy, Alysha Naik, Laura 


Ucik, and Liza Weisberg. It was last revised in May 2013. 


In all situations, the rule is to be followed. Deontologists 
are not concerned with the consequences of adhering 
to certain rules or actions. If one’s guiding principle is 
“Always keep a promise,’ a deontologist will keep prom- 
ises, even if circumstances have changed. For the nurs- 
ing student in the previous example, by judging that 
making a call under these circumstances was ethical, she 
set for herself a precedent—that she would act the same 
way in each circumstance like this one. Similarly, if she 
acted on the principle to never tell a lie, she would find 
a caring way to tell her patient not to expect his son to 
visit when he asked. 

One of the limitations of this duty-based theory is 
there is an assumption that humans will all make moral 
judgments. Additionally, life situations vary, and a guide 


(rules of duty) for all circumstances is unrealistic. Last, a 
significant theory limitation of deontology is the disre- 
gard of consequences of actions. 


Utilitarianism 


Utilitarianism is based on a fundamental belief that the 
moral rightness of an action is determined solely by 
its consequence. Utilitarianism was first described by 
David Hume (1711-1776) and was developed further 
by many notable philosophers, including Jeremy Ben- 
tham (1748-1832) and John Stuart Mill (1806-1873). 
Mill had a significant influence on utilitarian ethics as 
it is known today. 

Those who subscribe to utilitarian ethics believe that 
“what makes an action right or wrong is its utility, with 
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TABLE 7.2 Summary of Principalism Theory 


Overemphasis/ 


Ethical Principle Moral Basis Downside Challenges in Health Care 


Some patients defer autonomy to their provider. 
Who is granted the autonomy with incompetent or 
unconscious patients, minors, and those with cul- 
tural power differentials? Autonomy as a principle 
is typically weighted highest in health care. 

Context of patient's life and situation must be con- 
sidered. Beneficence may conflict with informed 
refusal. 

Therapeutic interventions may cause harm. Often 
conflicts with autonomy. Rule of double effect 
used to justify actions that may cause harm. 

Is health care a right or a privilege? Should nonad- 
herent patients continue to receive health care 
resources? Health disparities highlight the lack of 
health care justice. 

No absolute duty to keep promises; in each situa- 
tion, the harmful consequences of the promised 
action must be weighed against the benefits of 


Respect for indi- 
viduals 


Lack of caring, not 
interfering with 
decision making 


Autonomy (includes 
confidentiality) 


Do good Paternalism—inflicting 


own values 


Beneficence 
(includes patient 
advocacy) 

Nonmaleficence Do no harm Lack of action, ques- 
tionable treatments 
not offered 

With lack of resources 
impossible to be fair 


or individualize 


Be fair; provide 
care appropriate 
to needs 


Justice 


Loyalty and truth- 
fulness 


Confidentiality may 
impede efficiency 
and quality of care 


Fidelity (includes 
confidentiality and 
synergistic with 


veracity) 
Veracity 


Truth telling or not Truth may cause 
lying harm 


useful actions bringing about the greatest good for the 
greatest number of people” (Guido, 2006, p. 4). In other 
words, maximizing the greatest good for the benefit, 
happiness, or pleasure of the greatest number of peo- 
ple is moral. Utilitarianism assumes that it is possible 
to balance good and evil with a goal that most people 
experience good rather than evil. Professional health 
care providers use utilitarian theory in many situa- 
tions. Consider, for example, the concept of triage, in 
which the sick or injured are classified by the severity 
of their condition to determine the priority of treat- 
ment. Imagine that there is a plane crash in a remote 
area in which many of the survivors are severely burned. 
The local health care facility cannot manage all of the 
patients, and although air transport is available from a 
large medical facility 3 hours away, only those with the 
possibility of surviving can be transported. Those with 
less serious burns can be managed at a smaller hospi- 
tal. This means that someone must decide who will and 
will not be treated. The most gravely injured will not be 
treated until those with a reasonable chance of survival 


promise keeping. 

Cultural variances existing regarding truth telling 
with health care information. Sometimes a desire 
to justify why deceit is best in situations occurs. 


are taken care of, although this means that some of the 
more severely injured will die awaiting care. As a func- 
tion of utilitarianism, triage is accepted worldwide as an 
ethical basis for determining treatment. 

Often, utilitarianism is the basis for deciding how 
health care dollars should be spent. For example, money 
is more likely to be spent on research for diseases that 
affect large numbers of people than for research on 
diseases that affect relatively few. Some health care 
systems, such as the National Health Service in the 
United Kingdom, depend on utilitarian ethics as one 
determinant of who receives treatment. For example, 
inexpensive procedures that benefit large numbers of 
people, such as cataract surgeries, are easier to access 
than expensive ones, such as organ transplantations, 
that benefit a few. A difficulty inherent in utilitarian- 
ism is that in the interests of benefiting the majority, 
the interests of the individual or minority, who also 
deserve help, may be overlooked. Another limitation 
of utilitarianism is that it is impossible to calculate all 
consequences of an action. 


Virtue Ethics 


Virtue ethics was first noted in the works of Plato, Aris- 
totle, and early Christians. According to Aristotle, vir- 
tues are tendencies to act, feel, and judge that develop 
through appropriate training but come from natural 
tendencies. This suggests that individuals’ actions are 
built from a degree of inborn moral virtue (Burkhardt 
and Nathaniel, 2002). 

More recently, bioethics literature has emphasized 
the character of the decision maker. Virtues are specific 
character traits, including truth telling, honesty, cour- 
age, kindness, respectfulness, compassion, fairness, and 
integrity, among others. These virtues become obvious 
through one’s actions and are expressions of specific eth- 
ical principles. Truthfulness, for example, embodies the 
principle of veracity, which will be discussed in the next 
section of this chapter. When virtuous people are faced 
with ethical dilemmas, they will instinctively choose to 
do the right thing because they have developed charac- 
ter through life experiences (Butts and Rich, 2005). 

Descriptions of character in terms of virtues portray 
an individual's way of being, rather than the process of 
decision making. One’s actions in both personal and 
professional domains extend from this way of being. 
This does not guarantee right behavior, but it may pre- 
dispose an individual to right behavior. Similarly, the 
development of a profession’s code of ethics provides 
a framework of virtues and qualities of character that 
shape the behaviors of persons engaged in that profes- 
sion; however, there is no guarantee that members of the 
profession will act ethically. In other words, a limitation 
of virtue ethics is the assumption everyone has moral 
motives and strives to develop their virtues. 

The ability to respond to ethical dilemmas or situa- 
tions in the health care arena is dependent on the nurse’s 
own integrity, honesty, courage, or other personal attri- 
butes. Practicing ethically requires a decision to act 
within the ethical code of the profession, demanding 
commitment, personal investment, and the intention 
and motivation to become a good nurse. Nurses’ ways of 
being and acting are essential to the integrity of nursing 
practice and patient care. Nurses often practice in chal- 
lenging circumstances in which they must rely on their 
own integrity to ensure that care is given conscientiously 
and consistently. Virtues may be what separate the com- 
petent nurse from the exemplary nurse. Another lim- 
itation of virtue ethics is that it requires a case-by-case 
approach without a defined decision-making process. 
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Principalism 

In 1976 the Belmont Report formalized principalism as 
a moral decision-making approach to assess the ethics 
of research with human subjects in response to the hor- 
rific history of biomedical research, including the tha- 
lidomide case and the Tuskegee syphilis study (Bulger, 
2007). Ethical principles, rather than theories, are 
emphasized in the Belmont Report. Application of ethi- 
cal principles is a practical approach to ethical decision 
making that brings together the best elements of each 
ethical theory while aligning with most societal and reli- 
gious belief systems. 

Principalism uses key ethical principles of benefi- 
cence (do good), nonmaleficence (do no harm), auton- 
omy (respect for the person's ability to act in his or 
her own best interests), and justice in the resolution 
of ethical conflicts or dilemmas. Fidelity (faithfulness) 
and veracity (truth telling) are also important ethi- 
cal principles that may be at work in managing ethical 
dilemmas. Nurses are often more knowledgeable about 
ethical principles than theories and are more likely to 
use a combination of these principles when critically 
analyzing ethical dilemmas. Although judging ethical 
dilemmas with ethical principles is useful, principalism 
does have limitations when applied to health care ethical 
dilemmas. Principalism provides no guidance on which 
ethical principle is prioritized when two or more ethical 
principles are in conflict. In other words, principalism 
does not provide a clear process for arriving at a deci- 
sion; rather, it allows the principles to guide a decision. 


SIX ETHICAL PRINCIPLES BASED ON 
HUMAN DIGNITY AND RESPECT 


Respect for humans as a function of human dignity is the 
primary ethical responsibility for nurses in practice. The 
Code of Ethics for Nurses states that “the nurse practices 
with compassion and respect for the inherent dignity, 
worth, and uniqueness of every individual, unrestricted 
by considerations of social or economic status, personal 
attributes, or the nature of health problems” (ANA, 
2015a). Respect for persons requires that each person be 
valued as a unique individual equal to all others and that 
every aspect of a person's life is valued. This can be dif- 
ficult, because it is sometimes hard to value those parts 
of human lives that differ from our own. Human dig- 
nity and respect for persons are the foundation of the six 
ethical principles discussed in this section: autonomy, 
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beneficence, nonmaleficence, justice, fidelity, and verac- 
ity. Table 7.2 summarizes the moral basis for each prin- 
ciple, the downside of overemphasis of each principle, 
and the potential challenges with each ethical principle 
within the health care context. 


Autonomy 


The principle of autonomy asserts that individuals have 
the right to determine their own actions and the free- 
dom to make their own decisions. Respect for the indi- 
vidual is the cornerstone of this principle. Autonomous 
decisions are based on (1) individuals values, (2) ade- 
quate information, (3) freedom from coercion, and (4) 
reason and deliberation. Autonomous decisions lead to 
independent, autonomous actions. Autonomous actions 
by a patient include deciding to refuse treatment; giv- 
ing consent for treatment or procedures; and obtaining 
information regarding results of diagnostic tests, diag- 
nosis, and treatment options. 

Regard for autonomy, however, is often missing in 
the health care system. Health care professionals often 
take actions that affect patients’ lives profoundly with- 
out adequate consultation with the patients themselves. 
Some health care providers, including physicians and 
nurses, may operate unknowingly in a paternalistic 
way that assumes that health care providers are better 
equipped than patients to make health care decisions 
for patients. Some patients, however, prefer to have 
decisions made for them, possibly because of a lack of 
information, fear of making a poor choice, or trusting 
that a care provider will make the right decision for 
them. 

Incorporating the principle of autonomy in all 
health care situations can be difficult. Autonomy 
poses a problem for health care workers when the 
patient is incompetent to make decisions because of 
physical condition, psychological or mental status, or 
developmental age. Examples of those unable to par- 
ticipate in decisions include infants or small children, 
mentally incompetent patients, and unconscious 
patients. Other patients may be unable to participate 
in decision making because of external constraints, 
such as the lack of necessary information, or the 
norms of their culture. Nevertheless, the principle of 
autonomy is an increasingly important principle in 
health care and nursing. In fact when two or more 
principles are in conflict, often autonomy is weighted 
higher in health care. 


Beneficence 


Beneficence is commonly defined as “the doing of good” 
and is one of the critical ethical principles in health care. 
In determining what is “good, nurses should always 
consider one’s actions in the context of the patient’s 
life and situation. Although this sounds simple, health 
care providers are challenged daily when what is good 
for the patient may also cause harm to the patient or 
is in conflict with what the patient wants. Suppose, for 
example, that an elderly patient has become confused, 
especially at night, and is at high risk for falls. She has 
fallen at home twice. Now that she is confused, she is at 
even more risk for a fall, especially because confusion 
can become worse at night in the elderly. The health care 
team decides that the patient needs a sitter to stay with 
her in her room all night. The patient objects stridently, 
because she is very dignified and proud and enjoys her 
privacy. She complains that she “doesn't need a babysit- 
ter” and cries for a long time. The patient is prevented 
from falling but is psychologically distressed because of 
limitations on her independence, freedom, privacy, and 
dignity. 

Virtually everyone would agree that promoting good 
and avoiding harm are important to all human beings— 
and certainly to health care professionals. It may seem 
surprising, therefore, how often conflicts occur sur- 
rounding the principle of beneficence. A beneficent act 
may conflict with other ethical principles, most often 
autonomy. Even though a nurse or physician may under- 
stand that a particular treatment has a benefit for the 
patient, the patient may decide to forgo that treatment 
(autonomy) for a variety of reasons. In this instance, the 
health care provider should avoid acting paternalisti- 
cally and recognize that the patient remains in a position 
of self-determination. 


Nonmaleficence 


Nonmaleficence is defined as the duty to do no harm. 
This principle is the foundation of the medical profes- 
sion’s Hippocratic Oath; it is likewise critical to the nurs- 
ing profession. Inherent in the Code of Ethics for Nurses 
(ANA, 2015a), the nurse must not act in a manner that 
would intentionally harm the patient. Although this 
point appears straightforward, the nature of health care 
dictates that some therapeutic interventions carry risks 
of harm for the patient, but the treatment will eventu- 
ally produce great good for the patient. Classic exam- 
ples of this are chemotherapy and bone marrow or stem 


cell transplantation procedures. Both interventions can 
make patients sicker for a time, posing a risk for com- 
plications such as opportunistic infections, but the pos- 
sibility of achieving a cure or remission of disease may 
justify the temporary harm. The concept that justifies 
risking harm is referred to as the rule of “double effect.” 

Double effect considers the intended foreseen effects 
of actions by the professional nurse. The doctrine states 
that as moral agents we may not intentionally produce 
harm. It is ethically permissible, however, to do what 
may produce a distressful or undesirable result if the 
intent is to produce an overall good effect (Beauchamp 
and Childress, 2001). 

The rule of double effect justifies that an individual 
may rightfully perform an act that produces a good and 
bad effect provided the following four conditions are 
met at one and the same time (Buckley et al., 2012): 

1. The action must be good or at least morally indiffer- 
ent (neutral). 

2. The health care provider must intend only the good 
effect, and the bad effect is unintended. 

3. The good effect is not achieved by means of the bad 
effect. 

4. There is a favorable balance between the desirable 
and undesirable effects (the good outweighs the bad). 


Justice 


The principle of justice is that equals should be treated 
the same and that unequals should be treated differ- 
ently. In other words, patients with the same diagnosis 
and health care needs should receive the same care, and 
those with greater or lesser needs should receive care 
that is appropriate to their needs. 

Basic to the principle of justice are questions of who 
receives health care and whether health is a right or a 
privilege. These questions have been central to discus- 
sions surrounding health care reform in the United States 
in the past several years. Such questions involve the allo- 
cation of resources: how much of our national resources 
should be appropriated to health care; what health care 
problems should receive the most financial resources; 
what persons should have access to health care services? 

Numerous models have been developed for distrib- 
uting health care resources. These models include the 
following (Jameton, 1984): 

* To each equally 
* To each according to merit (this may include past or 
future contributions to society) 


CHAPTER7 Ethics: Basic Concepts for Professional Nursing Practice 


* To each according to what can be acquired in the 
marketplace 
¢ To each according to need 

You may disagree with each or all of these models of 
resource distribution; certainly, no single one is adequate 
in ensuring a just model for the distribution of health care 
resources. In an ideal world, all people would receive all 
available treatment and resources for their health needs, 
including disease prevention and health promotion. 
Unfortunately, this is not possible because of costs and 
limited resources. When people with wealth have advan- 
tageous access to the best quality health care available, 
which may include lifesaving medical devices or innova- 
tions, how does one apply the concept of justice? Con- 
versely, how does the issue of justice apply when access to 
care that is known to be cost effective and simple, such as 
prenatal care, is difficult or impossible for working-class 
women who are on the job during clinic hours? 

Health disparities among ethnic minorities with 
regard to types of treatments and services that are avail- 
able represent a difficult problem in terms of an ethic 
of justice. Research has demonstrated that allocation 
of resources in the health care system is not equitable 
among racial groups and that “racial disparity exists in 
health care access, treatment options and outcomes” 
(Harrison and Falco, 2005, p. 252). Thinking Critically 
Box 7.3 describes lessons learned by nursing students 
who participate in international learning experiences 
and how to continue one’s growth of social conscious- 
ness and sense of justice. 

Furthermore, how does one decide what is just when 
a natural disaster strikes, crippling health care facili- 
ties, and providers are left with critically ill patients in 
dire circumstances? The situation of Memorial Medical 
Center (now Oschner Baptist Medical Center) in New 
Orleans, Louisiana, in the aftermath of the devastating 
Hurricane Katrina in 2005 brought these questions of 
justice and ethical decision making in a disaster to the 
general public in a way that was unprecedented in mod- 
ern American history. Desperate health care providers 
were in a dire situation with no electricity, rising water, 
unbearable heat, and no reasonable hope of rescue for 
their many patients, many of whom were critically 
ill even before the hurricane struck. An investigation 
later found that nurses and physicians had adminis- 
tered lethal doses of morphine and midazolam to more 
than 20 patients whom the providers determined were 
unlikely to survive the disaster. A physician and two 
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To Keep the Vision of Social Justice 


Nursing students often have a great deal of interest in 
and energy for international learning experiences. These 
experiences expose students to the huge gap in health 
care practices and availability between developed and 
undeveloped nations. In an article by Kirkham and col 
leagues (2009), they describe the challenge of “keeping 
the vision” for nursing students and their faculty as they 
return home—sustaining the social consciousness that is 
raised during these international experiences. 

Kirkham and colleagues (2009) defined social conscious- 
ness in terms of “personal awareness of social injustice, ” 
borrowed from Giddings (2005, p. 224). Specifically, they 
described social injustice as unfairness in the burdens and 
rewards of a society in which there is inequitable access 
to health care services. Social injustice is the foundation 
of health disparities, a serious ethical issue that challeng- 
es the human right to health and health care. 

In their study of student learning that took place in inter- 
national settings and the long-term benefits and effects 
of these experiences, Kirkham and colleagues sought to 
describe students’ experiences but also to find ways to 
integrate and maintain the students’ learning once they 
returned home (in this case, Canada). 

Students had many experiences that opened their eyes 
to the health care practices and accessibility of care in an 


underdeveloped country (Guatemala). Students related 
the realization that “statistics ... became faces of people | 
know” (p. 6) and that “people are the same everywhere” 
(p. 6). They also recognized the significant prosperity and 
power gradients that exist between North and Central 
America. From these realizations, the students began to 
have a deep sense of social injustice and the consequenc- 
es of short-term international efforts that are not sustained. 
These insights challenged the students’ worldview. 

Despite the immense learning and intense reflection 
that resulted from these experiences, “keeping the vi- 
sion” became hard as students returned home. Kirkham 
and colleagues (p. 9) suggested four strategies that may 
help students in translating their learning and sustaining 
their new vision for social justice. Individually, students 
can write journals of their reflections and insights, read 
journals, and maintain contact with their host families. 
In formal groups, students can mentor new students 
who will go through the same experiences, participate in 
forums and focus groups, and become involved in other 
humanitarian projects. In informal groups, students can 
reflect on and share their experiences with other stu- 
dents and faculty who participated in the international ex- 
perience. And last, nursing school curricula can be shaped 
to integrate themes of social justice. 


Data from Kirkham SR, Van Hofwegen L, Pankratz D: Keeping the vision: sustaining social consciousness with nursing students 
following international learning experiences, /nt J Nurs Educ Scholarsh (online) 6(1):article 3, 2009. 


nurses were eventually charged with second-degree 
murder. The charges were dropped against the nurses, 
and a grand jury did not indict the physician. Other 
questions were raised related to whom nurses had pri- 
mary ethical responsibilities during the storm: their 
patients or their own families? 

In 2015 the ANA sponsored an ethics symposium 
that featured an interactive address with Sheri Fink, 
MD, PhD, who won the Pulitzer Prize for her book 
Five Days at Memorial, an investigation of the patients’ 
deaths after Katrina. Dr. Fink noted that thinking about 
situations in disasters in advance is a way to prepare for 
the troublesome ethical situations that arise under con- 
ditions that are barely imaginable under normal circum- 
stances (ANA, 2015b). 

Justice as a principle often leaves us with more ques- 
tions than answers. It raises our consciousness in iden- 
tifying unjust situations and in shaping resolutions to 


those situations, but applying the principle of justice 
does not determine what the answer should be. A sin- 
gle ethical principle cannot typically be used to resolve 
complex ethical dilemmas such as those encountered in 
health care settings. 


Fidelity 

The principle of fidelity refers to faithfulness or honoring 
one’s commitments or promises. For nurses, this specifi- 
cally refers to fidelity to patients. Through the process of 
licensure, nurses are granted the privilege to practice. The 
licensure process is intended to ensure that only a quali- 
fied nurse, appropriately trained and educated, can prac- 
tice nursing. When nurses are licensed and become a part 
of the profession, they accept certain responsibilities as 
part of the contract with society. Nurses must be faithful 
in keeping their promises of respecting all individuals, 
upholding the Code of Ethics for Nurses (ANA, 2015a), 


practicing within the scope of nursing practice, keeping 
nursing skills current, abiding by an employer's policies, 
and keeping promises to patients. Fidelity entails meeting 
reasonable expectations in all these areas. Fidelity is a key 
foundation for the nurse-patient relationship. When nurses 
receive patient assignments and accept hand-off reports on 
those patients, they are committed to providing care to 
those assigned to them. Failure to carry out the prescribed 
care is unethical (provided that the prescribed care is safe 
and consistent with good practice) and may constitute 
patient abandonment or neglect. This is a serious charge 
that would likely require the state board of nursing review 
of the specific details of the case to determine whether the 
nurse failed to carry out this responsibility ethically. 

Fidelity suggests that one is faithful to the promises, 
agreements, and commitments made. This faithfulness 
creates the trust that is essential to any relationship. 
Most ethicists believe there is no absolute duty to keep 
promises, however. In every situation the harmful conse- 
quences of the promised action must be weighed against 
the benefits of promise keeping (Burkhardt and Nathan- 
iel, 2002). This is an ethical posture that may explain 
decisions by some nurses during Hurricane Katrina, 
described earlier, to stay at home with their families 
rather than going to the hospitals for their shifts. 


Veracity 


Veracity is defined as telling the truth, or not lying. 
Truth-telling is fundamental to the development and 
continuance of trust among human beings. Telling the 
truth is expected. It is necessary to basic communication, 
and societal relationships are built on the individual’s 
right to know the truth, or not to be deceived. Inher- 
ent in nurse-patient relationships is the understanding 
that nurses will be honest with their patients. However, 
in some (rare) instances nurses are constrained in some 
health care systems that place limits on what a nurse can 
tell a patient. These situations, however, can pose an eth- 
ical dilemma for nurses who believe that it is unethical 
to withhold information from patients, especially when 
patients ask for information about their condition or 
diagnosis. A nurse can still remain truthful by telling 
the patient, “Dr. Roberts always prefers to discuss her 
findings with her patients directly. I will page her and 
ask when you can expect her to make rounds tonight 
to talk to you.” Intentional deception, however, is con- 
sidered morally wrong. (Consider the situation again 
of Michelle, the nurse who was challenged by Mrs. 
Thomas, her patient’s wife, about whether she had even 
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called a social worker yet: caught in a lie, what was the 
best thing Michelle could do?) 

Some health care providers attempt to justify 
deceiving their patients. For the most part, these justi- 
fications are related to the idea that patients would be 
better off not knowing certain information or that they 
are not capable of understanding the information. This 
reflects a posture toward patients known as “paternal- 
ism,’ in which someone believes that he or she knows 
what is best for another person who is competent to 
make his or her own autonomous judgments about a 
course of action. Some justify not being truthful with 
a patient if they perceive that the patient might refuse 
medical treatment if he or she knew the “complete” 
truth. However, if both patient and health care pro- 
vider are respectful of each other as individuals, it is 
difficult to accept that deception is ever justified. Two 
exceptions exist, however. If a patient asks not to be 
told the truth, the nurse can, under the ethical princi- 
ples of beneficence and nonmaleficence, withhold the 
truth. This does not mean that the nurse must lie but 
that the nurse is released from the obligation to report 
to the patient what he or she may know. Furthermore, 
if a patient is mentally incompetent, autonomy and the 
capacity for self-determination are diminished, thereby 
justifying the withholding of health care information. 

Hines (2008) made an interesting observation that 
true cultural humility (a posture that requires that cli- 
nicians make every effort to understand their patients’ 
beliefs and how their patients want themselves and their 
illness to be treated) is tied to respecting patient pref- 
erences for information and treatment. Although Hines 
was writing about care in an oncology setting, her obser- 
vation that “goals of care can be established, refined, or 
refocused at any point in the trajectory of care, whether 
truth-telling or not telling is occurring” (p. 415) holds 
true for any practice setting for nurses. 


CODES OF ETHICS FOR NURSING 


A code of ethics is a hallmark of mature professions and 
a social contract through which the profession informs 
society of the principles and rules by which it functions. 
Ethical codes shape professional self-regulation, serv- 
ing as guidelines to the members of the profession, who 
then meet their responsibility as trustworthy, qualified, 
and accountable caregivers. Codes of ethics, however, 
are useful only to the extent that they are known and 
upheld by the members of the profession in practice. 
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American Nurses Association's Code of 
Ethics for Nurses 

Ethical practice has been a priority for nurses in Amer- 
ica since the late 19th century. In 1893 the Nightingale 
Pledge (Box 7.2) became the first public evidence of an 
ethical code in nursing. In 1896 the Nurses’ Associated. 
Alumnae of the United States and Canada, which later 
became the ANA, was organized with the purpose to 
establish and maintain a code of ethics. A suggested 
code was developed in 1926 and published in the Amer- 
ican Journal of Nursing (AJN) but was never formally 
adopted. Similarly, a “tentative” code was published in 
the AJN in 1940, but this version also was never for- 
mally adopted. Finally, in 1950, with the addition of 17 
provisions, the 1940 version was formally adopted as 
the Code of Ethics for Nurses. Between 1950 and 1985, 
the Code was revised and refined six times; the ANA’ 
House of Delegates adopted a complete revision of the 
Code in 2001. 

The Code of Ethics for Nurses with Interpretive State- 
ments is the nursing profession’s expression of its eth- 
ical values and duties to the public (ANA, 2015a). The 
Code has undergone no fewer than eight revisions, 


BOX 7.2 The Florence Nightingale Pledge 


The Florence Nightingale Pledge was written in 1893 
by Lystra Gretter at the Farrand Training School in De- 
troit, Michigan. It was modeled after the Hippocratic 
Oath taken by physicians as they begin their medical 
careers. The pledge is dated in its wording and gender 
references; however, key ethical principles discussed 
in this chapter and elsewhere in this text are present in 
this early statement intended to hold nurses to a high 
standard of professional ethical behavior. These princi- 
ples are noted parenthetically in bold italics. 

solemnly pledge myself before God and presence of 
this assembly; to pass my life in purity and to practice 
my profession faithfully (fidelity). 

will abstain from whatever is deleterious and mis- 
chievous and will not take or knowingly administer any 
harmful drug (nonmaleficence). 

will do all in my power to maintain and elevate the 
standard of my profession (beneficence) and will hold 
in confidence all personal matters committed to my 
keeping and family affairs coming to my knowledge in 
the practice of my calling (confidentiality). 

With loyalty will | endeavor to aid the physician in his 
work (fidelity), and devote myself to the welfare of 
those committed to my care (justice). 


each clarifying meanings, defining terms, and making 
the Code more relevant to nursing practice at the time. 
Codes through the years have also reflected trends in 
social awareness issues, such as women’s and patients’ 
rights. The consequences of breaking the Code have 
become more specific with later versions. 

In 2015 the ANA published the latest version of the 
Code of Ethics for Nurses with Interpretive Statements. A 
view-only version is available at http://www.nursing- 
world.org/code-of-ethics for both ANA members and 
nonmembers. The ANA is responsible for the periodic 
review of the code to ensure that it reflects the contem- 
porary issues of this dynamic profession and is consis- 
tent with the ethical standards of the society in which 
we live. 

The ANA’s Nursing: Scope and Standards of Prac- 
tice (3rd edition) is another very important docu- 
ment for professional nurses. It defines standards of 
practice and standards of professional performance. 
The standards describe the minimal expectations and 
duties a registered nurse should perform competently 
regardless of role or population served. The current 
version of the Nursing: Scope and Standards of Prac- 
tice was published in 2015. Standard 7: Ethics empha- 
sizes that an ethical practice spans across all roles and 
settings and is integral to nursing professionalism 
(ANA, 2015c). Standard 7 also incorporates the ANA 
Code of Ethics for Nurses recognizing its moral foun- 
dation for nursing practice. Chapter 6 contains more 
detailed information on the Scope and Standards of 
Practice. 


International Council of Nurses Code of 


Ethics for Nurses 

The International Council of Nurses (ICN) also has pub- 
lished a code of ethics for the profession (ICN, 2012). 
This document discusses the rights and responsibilities 
of nurses related to people, practice, society, co-workers, 
and the profession. The ICN first adopted a code of eth- 
ics in 1953. Its last revision, adopted in 2012, represents 
an agreement by more than 80 national nursing asso- 
ciations that participate in the international associa- 
tion. The preamble of The ICN Code of Ethics for Nurses 
(Box 7.3) is unchanged from the previous version and 
details the four fundamental responsibilities for nurses 
and describes the ethical foundations of nursing prac- 
tice. The ICN Code of Ethics for Nurses can be viewed 
online (http://www.icn.ch/who-we-are/code-of-ethics- 
for-nurses/). 


NAVIGATING THE GRAY AREAS: ETHICAL 
DECISION MAKING 


The gray area of ethical decision making in nursing 
practice entails addressing ethical dilemmas. An ethi- 
cal dilemma is a moral conflict in which the decision 
maker experiences indecision because the available 
choices or alternatives result in conflicting values or 
ethical principles. With an ethical dilemma, there is no 


BOX 7.3. International Council of Nurses 
Code of Ethics for Nurses: Preamble 


Nurses have four fundamental responsibilities: to pro- 
mote health, to prevent illness, to restore health, and 
to alleviate suffering. The need for nursing is universal. 

Inherent in nursing is respect for human rights, includ- 
ing cultural rights, the right to life and choice, to dignity, 
and to be treated with respect. Nursing care is respect- 
ful of and unrestricted by considerations of age, color, 
creed, culture, disability or illness, gender, sexual orien- 
tation, nationality, politics, race, or social status. 

Nurses render health services to the individual, the 
family, and the community and coordinate their ser- 
vices with those of related groups. 


From ICN Code of Ethics for Nurses, International Council of 
Nurses, Geneva, Switzerland, Copyright 2012. 
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one good decision; however, two or more decisions may 
be deemed as right (also known as a right versus right 
dilemma). Table 7.3 illustrates the complexity of an eth- 
ical dilemma and the black and white clarity resulting 
when an issue is not a dilemma. 

Nurses encounter situations daily that require them to 
make professional judgments and act on those judgments. 
The judgments or decisions are usually made in collabora- 
tion with other persons involved in the situation: patients, 
families, and other health care professionals. Ethical deci- 
sion making requires that the nurse make judgments or 
decisions when two or more of their values are incongru- 
ent. When an ethical decision is made, respect and valuing 
of the perspectives held by others, even when all do not 
agree on the resolution, is important professional behav- 
ior. Through respectful collaboration, the best decision can 
be reached in even the most difficult dilemma. Note that 
the “best decision” will be made in response to an ethical 
dilemma. There is no clear-cut right or wrong decision to 
address an ethical dilemma because there would not be a 
dilemma if it were clear what action to take. 


Ethical Decision-Making Model 


Whether involved in a collective or individual decision, 
nurses need to be knowledgeable about suggested steps 
in ethical decision making. Table 7.4 demonstrates the 


TABLE 7.3 The Gray Area of an Ethical Dilemma 


No Ethical Dilemma = Wrong 


versus Right versus Right 


Ethical Dilemma = Gray Area with Right 


No Ethical Dilemma = Right 
versus Wrong 


e Includes a conflict of two or more ethical 
principles and possible conflict of values/ 


beliefs. 


e Two or more equally unfavorable choices 
to resolve the dilemma. 


It is clear after morally and 


ethically analyzing the situation 
there is clearly one or more 
wrong choices that should not 
be pursued and one right choice. 


Ethical Decision Making Requires a Contex- 
tual Factor Analysis: 
Ethical principles at stake/in conflict 
Beliefs and values of the stakeholders 
Legal mandates, organizational policy 
Professional Codes of Ethics 


It is clear after morally and 
ethically analyzing the situation 
there is only one or more clear 
“right” action(s) to take, and 
the other action(s) are wrong 
and should not be pursued. 


Note—most professional codes of ethics 
allow for conscientious objection to 
participate in care against individual values/ 
beliefs as long as the patient has competent 
professionals to care for him or her. 
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TABLE 7.4 Comparison of the Nursing Process, Ethical Decision-Making Model, and CODE 


Moral Courage Model 


Ethical Decision- 
Making Model 
Clarify the dilemma, 


gather additional data 
Identify options 


Nursing 
Process 


Assess 


Analyze/ 
diagnose 


CODE Moral Courage Model (Lachman, 2010) 


Courage: Critically evaluate does action need to be taken to address 
the situation? 

Obligation to honor: Analyze/reflect—what is the right thing to do? 
Consider what is at risk with the ANA Code of Ethics for Nurses, 


stakeholder beliefs and values, and ethical principles. 


Plan 
Evaluate 


Make a decision 
Evaluate 


similarity in the processes required in ethical decision 
making and the nursing process, both of which are 
based on sound critical thinking. A variety of ethical 
decision-making models are available in published lit- 
erature across many disciplines and share more similari- 
ties than differences. The steps are not always necessarily 
sequential, nor are they intended to be rigid processes. 

Instead, ethical decision making is a process that guides 

exploration of the dilemma and examination of options 

to determine the best solution to a difficult situation. 
The following steps can be used in ethical decision 
making: 

1. Clarify the ethical dilemma. 

2. Gather additional data. 

3. Identify options. 

4. Make a decision. 

e What is the specific issue in question? Who should 
actually make the decision? Who is affected by the 
dilemma? Determine the ethical principle or theory 
related to the dilemma. Are there value conflicts? 
What is the timeframe for the decision? 

e After the ethical dilemma is clarified, in most instances 
more information needs to be collected. Clarity is 
enhanced when you have as many facts as possible 
about the situation. Make sure you are up-to-date on 
any legal cases or precedents related to the situation, 
because ethical and legal issues often overlap. 

¢ Most ethical dilemmas have multiple solutions, some 
of which are more feasible than others. The more 
options that are identified, the more likely it is that 
an acceptable solution can be identified. Brainstorm 
with others, and consider every possible alternative. 

¢ To make a decision, think through the options that 
are identified, and determine the impact of each 
option. Ethical principles and theories, as well as 
universal basic human values, may help determine 


oN 


Danger management: What do | need to do to handle my fear? 
(Should reflect on situation and outcome.) 


the significance of each option. When a nurse is con- 

fronted with an ethical dilemma, an active decision 

should be made, as opposed to refusing to make a 

decision (being nonactive), which is irresponsible 

professional behavior. 

Once a course of action has been determined, the 

decision must be carried out. Implementing the deci- 

sion usually involves working collaboratively with 
others. 

Unexpected outcomes are common in crisis situa- 

tions that result in ethical dilemmas. Decision mak- 

ers should consider the effect an immediate decision 
may have on future ones. Reflecting on a decision 
and action can help determine whether a different 
course of action might have resulted in a better out- 
come. If the action accomplished its purpose, the eth- 
ical dilemma should be resolved. If the dilemma has 
not been resolved, engage in additional deliberation, 
and reexamine alternative options. Consider the six 
suggested ethical decision-making steps in the con- 
text of Case Study 7.1 of Daniel, a terminally ill man 
who wants you—his nurse—to help him end his life. 

Act. 

Evaluate. 

(1)Clarify the ethical dilemma. The specific issue is 
the patient's right to autonomy versus the nurse's 
professional ethics and personal morals. 

(2)Gather additional data. Is Daniel responding to 
something that happened before you even got to 
his home today, such as an argument or a confron- 
tation? Is he becoming depressed? 

(3) Identify options. Options may include the following: 
(a) Simply tell Daniel you will not help him die. 
(b) Respond to his dire request with compassion, 

and try to determine what is behind his sud- 
den sense that he wants to die. 


CASE STUDY 7.1 


Your Hospice Patient Wants to Die ... and 
He Wants You to Help Him 


Daniel is a 55-year-old gay man with advanced lung can- 
cer and is positive for human immunodeficiency virus 
(HIV). He has a longtime partner, Liam, with whom he 
has lived for more than 20 years. Daniel is miserable, with 
profuse secretions from his lungs; every breath is a strug- 
gle. Yet despite his weakened physical condition, he is 
still very alert. He is getting oxygen via nasal cannula. He 
is very image conscious, and part of each of your visits 
is spent helping him groom himself and put on fresh de- 
signer pajamas. His mother is staying with him and Liam, 
and she has never been told that Daniel is gay or that he 
has HIV. He confides to you that trying to maintain the 
secret that he has kept from his mother is exhausting and 
is becoming burdensome. In the middle of your visit, he 
asks for a mirror to see what he looks like. You hand him 
asmall mirror, and he is shocked at what he sees—a gray, 
shrunken, emaciated image looking back at him. He sets 
the mirror down carefully on the bedside table, looks at 
you evenly, and with great seriousness says, “| am ready 
to die, and | want you to help me.” 

As a new nurse, you are not ready for this. You know 
that in his bedside drawer there is enough oral mor- 
phine to stop his breathing. You know that his death is 
still probably days away, and you are very sad for him 
in his misery. When you say, “| can't do that, Daniel,” 
he starts crying and says, “| trusted you to help me....” 

What should you do in response to this situation? What 
does the ANA say about assisted suicide and euthana- 
sia? What is your personal moral code in this situation? 


(c) Determine whether there is better symptom 
management that you can implement to 
make him more comfortable. 

(d) Consider what would happen if Daniel told 
his mother the truth about his sexual orien- 
tation and HIV status. 

(e) With Daniel and his partner's support, enlist 
the assistance of other hospice services such 
as pastoral care to help him ease his spiritual 
distress. (Note: There are many choices avail- 
able here. These are just some suggestions.) 

(4) Make a decision. Make sure that everyone, espe- 
cially Daniel, agrees with the plan. 

(5)Act. This may include a number of interventions, 
both physical and psychoemotional. 
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(6) Evaluate. Does Daniel continue to express his 
desire to die now? Is he more comfortable? Is his 
distress less troublesome? Is he at some level of 
peace with his partner, his mother, and his life? 
Did your actions enhance the nurse-patient rela- 
tionship with mutual trust and caring? 


EXPLORING ETHICAL DILEMMAS 
IN NURSING 


Ethical dilemmas are a common occurrence in nursing 
practice. Many ethical dilemmas arise in nursing because 
of conflicts among patients, their families, health care 
professionals, and institutions. The following section 
will explore the major issues involved in these conflicts: 
(1) personal value systems, (2) peers’ and other profes- 
sionals’ behaviors, (3) patients’ rights, (4) institutional 
and societal issues, and (5) patient data access issues. 


Dilemmas Resulting From Personal 


Value Systems 

Values are important preferences that influence the 
behavior of individuals. Values are learned beliefs that 
help people choose among difficult alternatives, even 
when there may not be a good choice. 

Each person has a set of values that was shaped by 
the beliefs, purposes, attitudes, qualities, and objects 
of a child’s early caregivers. In time, individuals 
develop their own value systems that are grounded 
in their culture and life experiences. Variations in 
value systems become highly significant when deal- 
ing with critical issues such as health and illness or 
life and death. Value systems enable people to resolve 
conflicts and decide on a course of action based on a 
priority of importance. 

Professions have a “built-in” value system known as 
a code of ethics, discussed earlier in this chapter. A very 
difficult issue for nursing students to come to terms with 
on occasion is when their personal values conflict with 
their professional values, or, more specifically, when 
they are faced with a professional situation that has 
some elements that are not in keeping with the nurse’s 
personal moral code or values. The overriding concern 
in this situation is that professional ethics outweigh per- 
sonal ethics in a professional setting. It is incumbent on 
the nurse to find a work situation in which his or her 
personal ethics are not routinely challenged by situa- 
tions that occur with patients. 
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BOX 7.4 Childhood Value Messages 


By the time we are about 10 years old, most of our val- 
ues have already been “programmed.” Values are taught 
to us by family members and friends, through the media, 
in churches and schools, and by watching other people. 
What are the value messages you learned as a child? 
Recall as many values as you can remember hearing 
as a child, and write them in the blanks provided below. 
Here are a few examples to get you thinking: 
“Be nice.” 
“You can do anything you want to if you try hard enough.” 
“Clean your plate; there are starving children in i" 
“Making money is the number one goal in life.” 
“You always have to tell the truth, no matter what.” 
“Crying is a sign of weakness. You have to be strong.” 
Now it is your turn to write some of your childhood 
values. How many of these values still influence the 
way you think and act today? Which ones influence you 
professionally? If you want to further explore your val- 
ues, you may do the following: 
. Next to each value on your list, write the person's 
name who taught or modeled that value. 
. Put a star next to those messages that are still your 
values today. 
. Put a check mark next to those messages that you 
need to alter. 
. How are some of these values still influencing you 
today? Is this a positive or negative influence? 


Reprinted with permission of Uustal DB: Clinical ethics and 
values: issues and insights in a changing healthcare environ- 
ment, East Greenwich, RI, 1993, Educational Resources in 
Healthcare. 


Nurses must have a good sense of their own values 
and be able to identify clearly what they believe to be 
good or right. We each develop our own value sys- 
tems based on a variety of messages that we received 
in our formative years from our parents, siblings, 
friends, teachers, and religious training. The “child- 
hood value messages” exercise (Box 7.4) can help you 
identify values learned as a child that may still influ- 
ence you today. 


To understand how personal and professional values 
can conflict in nursing practice, consider the follow- 
ing situation: Marta had been a nurse on a postpartum 
unit for a number of years. Over time, an increasing 
number of pregnant women (antepartum) with serious 
problems related to the pregnancy were admitted to the 
unit where Marta worked. Although Marta preferred to 
work with new mothers and their infants, she occasion- 
ally took care of antepartum patients. One day in report, 
she learned that there was a newly admitted patient, 
Mrs. Anderson, who was 11 weeks pregnant with trip- 
lets. Mrs. Anderson had a history of serious heart dis- 
ease, but her condition was thought to be stable. Marta 
agreed to take care of her, having very little information 
about her. 

Shortly after receiving her hand-off report, Marta 
went into Mrs. Anderson's room to do her usual assess- 
ment, only to find that Mrs. Anderson was crying, 
being comforted by her husband, who was also cry- 
ing. Mrs. Anderson related to Marta that the mater- 
nal-fetal medicine specialist and her cardiologist had 
recommended that they do what is known as a selec- 
tive reduction (also known as multifetal pregnancy 
reduction [MFPR]), a form of pregnancy termination 
in which a multiple pregnancy (meaning more than 
one embryo or fetus) is reduced to one or two remain- 
ing embryos. Mrs. Anderson was already having signs 
of cardiac decompensation early in pregnancy, evi- 
denced by her increasing difficulty breathing, espe- 
cially while lying down, so remaining pregnant at all 
put her health at great risk. Already it was clear that 
Mrs. Anderson was not going to be able to tolerate the 
demands on her heart of a multiple pregnancy. She 
and her husband, although sad, understood that the 
selective reduction was their only chance of having a 
child at all and that without it her own life was in seri- 
ous danger. 

Marta was very upset with this news. As a practic- 
ing Catholic, she had a very strong moral stance against 
abortion, and as a nurse, she had worked specifically with 
mothers and their new infants to avoid issues related to 
pregnancy termination. The procedure was going to be 
performed in Mrs. Anderson's room under ultrasound 
guidance within the next few minutes. Marta faced a 
serious moral dilemma in determining what to do. She 
sought the advice and counsel of a colleague whose wis- 
dom she admired and trusted. In a few moments, Marta 
decided that her responsibility was to her patient and 


that, although she was present during the termination, 
she was not participating in performing it in any way. 
She understood her patient’s deep distress and sadness. 
Before reentering the room, Marta took a moment to 
calm herself to be in a better state of mind to provide 
care for her patient. After taking a deep breath, she went 
into Mrs. Anderson’s room and encouraged Mr. Ander- 
son to sit near his wife where they could see each other; 
then she took Mrs. Anderson's hand, saying “I will be 
with you through this.” Mrs. Anderson whispered, 
“Thank you.” 

Marta had set aside her personal values to take excel- 
lent care of her patient as a trained and caring profes- 
sional nurse. 


Dilemmas Involving Peers’ and Other 
Professionals’ Behavior 

All practicing nurses participate as members of the 
health care team. This involves cooperation and col- 
laboration with other professionals. As is true in all 
situations involving human beings, conflicts can easily 
develop, particularly in stressful circumstances. These 
conflicts may be between two nurses, the nurse and phy- 
sician, the nurse and agency policies, or the nurse and 
any other health care professional (Professional Profile 
Box 7.2). 

As discussed previously, conflicts can evolve because 
of differing value systems, cultures, education levels, or 
a variety of other factors. Like Marta in the previous 
example, a nurse may believe that abortions are wrong 
under any circumstances, whereas the institution in 
which he or she is employed routinely performs them. 
This creates a conflict between the nurse’s value system 
and the institution’s practices, which can be the source 
of distress. Conflicts relevant to human rights often cen- 
ter around one of the ethical principles discussed ear- 
lier: autonomy, beneficence, nonmaleficence, veracity, 
or justice. 

A disturbing reality in health care is the presence of 
providers in all disciplines who fail to meet standards 
of care routinely, who may simply be incompetent, or 
who participate in actions that are considered unethi- 
cal by other professionals. An incompetent worker may 
suffer from a physical or mental impairment or may be 
indifferent to standards of care. Unethical actions result 
when health care workers break basic norms of con- 
duct toward others, especially the patient, whatever the 
reason. 


CHAPTER7 Ethics: Basic Concepts for Professional Nursing Practice 


Sociocultural Influences Posing Ethical Challenges: 
Social Media and Substance Abuse 

Nurses face two serious ethical challenges in today’s 
sociocultural context: (1) the use of social media and 
(2) substance use/abuse. Substance use/abuse by health 
care providers is not new but still poses a tremendous 
dilemma for nurses who may suspect that a colleague 
is impaired at work or has developed a substance abuse 
problem. More recently, social media has changed the 
landscape of communication; ethical problems have 
arisen in nursing related to the use of social media. 

The widespread use of social media, such as Facebook, 
Twitter, and blogs, has created two distinct problems: (1) 
the transmission of potentially identifiable patient infor- 
mation and (2) the blurring of professional and personal 
boundaries (remember, however, that—as you read in 
Chapter 6 on legal issues—this blurring is a myth, and in 
fact distinct boundaries still exist). Moreover, nurses who 
are posting on sites such as these may fail to realize that 
their posts are widely available to professional and personal 
contacts, including their employers and colleagues. In 
response to the ethical challenges posed by social network- 
ing, the ANA and the National Council of State Boards of 
Nursing (NCSBN) have both issued guidelines for main- 
taining professional boundaries within social networking. 

The ANA has developed a Social Networking Principles 
Toolkit available on its website (www.nursingworld.org) 
to help nurses understand their responsibilities when 
using social media (ANA, 2012). In August 2011 the 
NCSBN published a white paper, A Nurses Guide to the 
Use of Social Media (www.ncsbn.org), a guideline that 
details the challenges related to ethical use of social media 
(NCSBN, 2012). The ANA and NCSBN have mutually 
endorsed their positions regarding nurses’ professional 
use of social media (ANA, 2012) and their endorsement 
still stands. It is important to realize that the principles 
undergirding the protection of patients regarding social 
media do not change, even as digital media continue to 
grow and thrive. In other words, what is not appropriate 
for posting on Facebook is also not appropriate for Ins- 
tagram, Snapchat, or any other forms of digital commu- 
nication yet to be developed. Box 7.5 contains five basic 
principles related to the ethical use of social media. 

Consider the following situation, and think about the 
ethical considerations related to the use of social media: 
You and your colleague who works on the same nurs- 
ing unit enjoy sports and share a passion for the local 
university’s football program. You are both members 
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f] PROFESSIONAL PROFILE BOX 7.2 


DISTRESS IN AN EXPERT LABOR AND DELIVERY NURSE 


This is a true account of a moral dilemma and moral dis- 
tress in a labor and delivery nurse, Mary Tilghman, RN, 
who had been in practice for 6 years at the time of this 
event. She asked to use a pseudonym in recounting this 
story, because she does not want anyone to identify her 
situation or the location where this event happened. But 
the story itself is true and illustrates the very difficult eth- 
ical situations that nurses find themselves in and the lin- 
gering distress that these situations can cause. Here is 
her story: 

| was working on a slow evening in a labor and deliv- 
ery unit. We got a call from our dispatcher that emer- 
gency medical services (EMS) was bringing in a patient 
who was 25 weeks, pregnant and having some vaginal 
bleeding. This is not really unusual, but it can be serious. 
| notified the resident doctor and another nurse, and | set 
about getting a labor room ready. In about 10 minutes, 
EMS arrived with a young woman who was very pale and 
crying loudly. Her young husband was with her. 

When we moved her to the labor bed, it was obvious 
that “some bleeding” was an understatement. She was 
bleeding from everywhere—even her gums, nose, and a 
small crack in her lip were bleeding. | listened for fetal 
heart tones, and when | could not hear them, | asked her 
when the last time was that she had felt the baby move. 
| suspected that she had DIC—disseminated intravascu- 
lar coagulopathy—a severe problem that sometimes oc- 
curs when a fetus is dead but labor does not begin. She 
said it had been “2, maybe 3 weeks.” Her husband was 
shocked, because she had not told him that she had not 
been feeling the baby move. | called for the doctor right 
away, and then | paged the anesthesiologist to come to 
labor and delivery STAT. This was a severe emergency. 
| started a large-gauge intravenous (IV) line so that we 
could give her blood and fluids, and sent some blood 
samples for laboratory testing, including a type and cross- 
match. 

The doctor confirmed the fetal death by doing a quick ul- 
trasound examination. The doctor explained to the wom- 
an that this was an emergency and had her sign a consent 
form. We hurried the patient to the operating room (OR) 
for an emergency dilation and evacuation (D&E). At the 
time, | had seen a lot as an obstetric nurse in a high-risk 
unit, but | was horrified at her huge and rapid blood loss. 
The anesthesiologist ordered as many units of O-negative 
blood (universal donor) as we could get until donor blood 
could be matched to hers in the blood bank. Weakly but 


as firmly as she could, the woman declared, “No blood. 
No blood. | am a Jehovah's Witness. Please no blood. If | 
die, | will be all right. No blood. Please." Everyone in the 
room heard her. The anesthesiologist patted her shoulder 
and told her that she would “be okay.” 

Everybody in the room could tell that this woman was 
bleeding to death. The anesthesiologist prepared to give 
her medications to increase her blood pressure and perfu- 
sion. By then the senior resident doctor and the attending 
physician were working quickly to perform the D&E. The 
junior obstetric resident was very concerned by the situ- 
ation. He left the room in a hurry and found the woman’s 
husband, who was pacing outside in the hallway. The 
resident asked him, “Were you planning to be with your 
wife when she gave birth to your baby?” The husband 
said yes. The resident then told him, “Your wife is going 
to die. | think that you might want to be with her as she 
dies." 

He gave the husband some scrubs to put on over his 
clothes and started toward the OR. By then, the wom- 
an’s blood had begun to run out from under the OR door 
and into the hallway. When the husband saw it, he threw 
up his hands, saying, “Just give her the blood. Give her 
the blood....” The resident patted him on the back and 
told him it was a good decision. The husband left the OR, 
and the anesthesiologist began infusing unit after unit of 
blood and blood products into the woman. | reminded 
them of her plea not to give her blood, but the physicians 
agreed that her husband's verbal consent was enough for 
them. The junior resident said, “| just don't think they un- 
derstand what it means to bleed to death. | thought he'd 
change his mind if | showed him.” 

The patient went to intensive care for many days but re- 
covered. | never saw her again. But | was very distressed 
over what | thought—and still think—was coercion on 
the part of the resident physician, showing the husband 
his wife's blood, and overriding the woman's clear and 
unmistakable pleas for no blood products. She was will- 
ing to die rather than break her deep religious conviction. 
No matter what | believed about her religious views, my 
role was to advocate on her behalf—to be her voice. This 
situation is still distressful to me many years after it hap- 
pened. | was so relieved that she lived, but | also felt like | 
was part of something that she had made clear she didn’t 
want. Sometimes ethical dilemmas in nursing are unfor- 
gettable. For me, this is the one that stands out most 
clearly, the one that still haunts me. 


BOX 7.5 Ethical Use of Social Media 


The use of social media has created professional and 
personal opportunities, yet it can pose significant ethi- 
cal challenges. Keep these principles in mind when you 
engage in blogging, including microblogs, or communi- 
cating via social networking sites. 

1. You must not post anything about your patients that 
may violate their rights to privacy and confidentiality. 
Their privacy is not ensured by your use of “privacy 
settings.” This is both an ethical and a legal obligation. 

. Never post images of patients. You are likely to be 
restricted by your school or employer in your use of 
personal devices for taking photos of patients. Even 
though it is tempting to take a photo of a favorite pa- 
tient, a cute baby, or some curiosity you encounter in 
the clinical setting, you must not. 

. Online contact with patients blurs professional and 
personal boundaries. Although it is difficult to turn 
down a patient's (or former patient's) request that 
you “friend” them, you are obligated to enforce the 
professional boundary that separates you. 

. You are ethically obligated to report any breach in 
confidentiality or privacy that you encounter online. 

. Remember that posting anything leaves a digital foot- 
print forever. Even deleting a post or photo leaves 
evidence behind. If you have the slightest question 
as to the appropriateness of a blog entry or update, 
err on the side of extreme caution. Your patients and 
your career will thank you. 


From National Council of State Boards of Nursing (NCSBN): 
White paper: a nurse's guide to the use of social media, 
2012. Retrieved from www.ncsbn.org/2930.htm; American 
Nurses Association (ANA): Social networking principles 
toolkit, 2012. Retrieved from www.nursingworld.org/ 
FunctionalMenuCategories/AboutANA/Social-Media/ 
Social-Networking-Principles-Toolkit.aspx. 


of a sports website that features a message board, and 
you know each other’s screen names under which you 
post anonymous comments. One of the team’s star ath- 
letes sustained a serious neck injury during a game and 
was admitted to the trauma center where you work, 
although not on your unit. The following day, you see 
a comment posted by your colleague under his screen 
name that details the injured player’s condition. You 
realize that your colleague has obtained information 
about the player from the hospital’s electronic health 
record (EHR) system and has posted it on the website. 

What is your responsibility in this situation? What 
do you do next? 
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The second sociocultural problem is the number of 
nurses and other health care professionals impaired by 
drug dependence, alcohol abuse, or other addictions. 
Deciding how and when to confront a colleague who is 
impaired may constitute an ethical dilemma. When a col- 
league appears to be under the influence of some type of 
substance (e.g., exhibiting slurred speech, unsteady gait, 
combativeness, the smell of alcohol on his or her breath), 
the decision to report is usually easy, even if personally 
painful. Be aware, however, that certain acute medical 
conditions may be responsible for changes in behavior or 
gait; your colleague may be experiencing a medical emer- 
gency. It is crucial that you engage the assistance of a nurse 
manager or supervisor before confronting your colleague 
if you suspect your colleague is impaired in some way. 

When a colleague is showing a pattern of behavior 
that may indicate a substance abuse problem (e.g., fre- 
quent tardiness, excuse making, excessive absences, leav- 
ing the work setting frequently, increasingly poor clinical 
judgment), the dilemma can be overwhelming. Nurses 
agonize over whether to report suspected instances of 
unethical conduct or incompetent care, including an 
impairment caused by alcohol or drugs. Fortunately, 
some employers and state nurses associations have 
developed plans to assist impaired nurses in getting the 
help they need and make provisions for them to return 
to the profession once they are far enough along in their 
recovery process. The board of nursing in each state, as 
well as each state nurses association, can provide infor- 
mation on specific programs for impaired nurses in the 
state. However, the process must begin with a co-worker 
who follows the ANA ethical standard that obligates pro- 
fessional nurses to report colleagues who “pose a threat 
or danger to patients, self or others” (ANA, 2015a, p. 13). 

To understand how the suspicion of substance 
abuse can be triggered, consider the following situa- 
tion: Gloria is a registered nurse (RN) who works on 
a surgical floor. She has just assisted in the transfer of 
Mr. Hudson to his room from the postanesthesia care 
unit (PACU) after surgery and heard the PACU nurse 
report that Mr. Hudson had received 6 mg of mor- 
phine intravenously before transfer, and he is resting 
comfortably. Gloria sees another nurse drawing up 
morphine, a narcotic, in a syringe and then leaving 
the medications room. Ten minutes later, she returns 
with an empty syringe. Gloria asks, “Who needed pain 
medication?” The other nurse replies, “Mr. Hudson. 
He was in pain after surgery.’ Confused, Gloria checks 
Mr. Hudson’s room and learns from his wife that he has 
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neither asked for nor received pain medication since 
arriving on the surgical floor. 

What should Gloria do now? What are her options, 
and how should she best manage this situation? 


Dilemmas Regarding Patients’ Rights 

As health care has changed over the years, so too has the 
nature of relationships between providers and patients. 
Years ago, health professionals, particularly physicians, 
were considered to have the final word on care decisions 
and treatment options. Now consumers of health care are 
increasingly demanding to have a voice in their health 
care decisions. A number of special interest groups 
have developed and published lists of patient rights. 
In 1971 the United Nations passed a resolution known 
as the Declaration of the Rights of Mentally Retarded 
Persons, an early model that recognized the interests of 
a particular group of persons with disabilities. In 1990 
the Congress of the United States passed the Americans 
with Disabilities Act, which was amended in 2008. This 
extensive act has provided a significant improvement in 
the lives of persons with a variety of mental and physical 
disabilities, recognizing their rights to participate fully 
in all aspects of society. 

Other less formal interest groups have written 
guidelines such as the Dying Person’s Bill of Rights, 
Pregnant Patient’s Bill of Rights, and Rights of Senior 
Citizens. The health care system has responded to con- 
sumers’ awareness of their rights. Many of the rights 
demanded by patients as consumers of health care are 
legal rights that have been upheld by the judicial sys- 
tem. The American Hospital Association (AHA) has 
an extensive website that addresses the wide range 
of rights of patients in the hospital setting. Replac- 
ing the former Patient Bill of Rights, the document 
“The Patient Care Partnership” was published in 2003 
and is still currently used. The document describes 
what patients can and should expect while hospi- 
talized, including a safe, clean environment; quality 
care; involvement in one’s own care that includes a 
discussion regarding the treatment plan; help with 
understanding the bill and filing insurance claims; 
and preparation to leave the hospital (AHA, 2003). 
Some of the rights described in these documents are 
the right to privacy, the right to informed consent, the 
right to die, the right to confidentiality and respectful 
care, the right to care without discrimination, and the 
right to information concerning medical condition 
and treatment (AHA, 2003). 


Patient Self-Determination Act 

Congress passed the Patient Self-Determination Act 
(PSDA) in 1990; it was enacted in December 1991. The 
PSDA is a safeguard for patients’ rights, giving patients 
the legal right to determine how vigorously they wish 
to be treated in life-or-death situations, and calls for 
hospitals to abide by patients’ advance directives. The 
PSDA specifies that any organization receiving Medi- 
care or Medicaid funds must inform patients of state 
laws regarding directives, document the existence of 
directives in the patient’s medical record, educate staff 
regarding directives, and educate the community about 
directives. This Act encourages individuals to think 
about the type of medical and nursing treatment they 
would want if they were to become critically injured 
or ill, At the time questions arise, the patient is often 
unconscious or too sick to make decisions or communi- 
cate personal wishes. 

Advance directives are designed to ensure individ- 
uals the rights of autonomy, refusal of medical inter- 
vention, and death with dignity. Advance directives are 
legal documents that indicate the wishes of individuals 
in regard to end-of-life issues. Critically ill individuals 
can remain in charge of their own end-of-life decisions 
if their advance directives are carried out. Each time 
they enter a health care institution, patients should have 
in their possession their advance directives. In addi- 
tion, copies should be given to significant others, pri- 
mary care providers, and any legal counsel that may be 
involved with the patient. The best directive is one that 
has been notarized or developed in conjunction with a 
legal expert, and the contents of which have been dis- 
cussed with family or the person with designated health 
care power of attorney who will carry out one’s direc- 
tives in the event of a sudden catastrophic or terminal 
illness. 

Families should talk about how each member wants 
critical situations to be handled. Individual prefer- 
ences can then be understood. Ideally, family members, 
caregivers, and courts (in very extreme cases) will not 
need to make decisions for the patient. Too often the 
first time a patient learns about advance directives is on 
admission to a health care facility. The question then 
arises as to who is responsible for discussing this sen- 
sitive issue with the patient. The ideal time for patients 
to make difficult end-of-life decisions is well in advance 
of the need. 

Advance directives have not been without contro- 
versy. One problem is that states have passed different 


legislation so there is no guarantee that one state will 
honor another’s advance directives. A trusted person 
may be appointed to make decisions on behalf of the 
patient when the patient cannot make them on his or her 
own. This is known as the assignment of the health care 
power of attorney, as mentioned. Rarely, persons have 
been designated by a family member to hold health care 
power of attorney without their prior knowledge. Ide- 
ally, the person making this designation and the trusted 
person being assigned this important responsibility 
should have a detailed discussion and prior understand- 
ing about what he or she is to do on behalf of the person. 
Holding health care power of attorney and making deci- 
sions based on the unambiguous wishes of the patient is 
a serious moral obligation, requiring that this designee 
act as the moral agent for the patient. Prior assignment 
of one’s health care power of attorney can minimize, 
but in some cases not altogether avoid, disagreements 
among family members. When family members are left 
to make difficult treatment and end-of-life decisions, 
conflicts can occur at a time when families are already in 
distress and are vulnerable. Health care providers some- 
times convene family meetings to work out these types 
of difficult situations. 


Ethical Issues Related to Immigration and Migration 


The movement of people among nations—population 
migration—has become a topic of great interest across 
the world. The United States is no exception and faces 
a number of ethical issues that affect health care. Two 
distinct issues are addressed here that affect nursing and 
have ethical implications: (1) communication/language 
problems between patients and heath care providers and 
(2) the migration of nurses. 

Communication is fundamental to safe, effective 
health care, the moral commitment to patients. Patients 
who do not speak English, and who hold a variety of 
health care beliefs and practices to which American 
health care workers may not be accustomed, pose a chal- 
lenge. Many health care institutions, especially larger 
medical centers, have addressed the issue of language by 
hiring professional medical interpreters. Interpretation 
involves the spoken word, and translation refers to the 
written word. 

Medical interpretation is a specialty that requires 
extensive knowledge of medical terminology, in addi- 
tion to cultural humility and sensitivity to the needs of 
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the patient. Many American nursing students have some 
working knowledge of another language, often Span- 
ish. The level of fluency needed for safe interpretation, 
however, is not typically achieved in language course- 
work. Nurses who are not bilingual or fluent in medi- 
cal terminology should defer to a professional medical 
interpreter for explanations of procedures, diagnoses, 
obtaining informed consent, and other complex health 
care-related issues. Furthermore, although it is tempt- 
ing to enlist the assistance of a patient's family mem- 
ber to interpret, this is not a safe practice. Children of 
patients should never be asked to interpret under any 
circumstances. The International Medical Interpreters 
Association (IMIA) works to define educational require- 
ments and qualifications for medical interpreters and 
to establish norms of practice. IMIA’s website (http:// 
imiaweb.org) addresses many issues of interest to nurses. 

The second issue with significant ethical implications 
for health care delivery is international nurse migration— 
that is, the influx of nurses from other countries com- 
ing to the United States seeking better pay and working 
conditions. This poses two distinct ethical problems. 
First, this exacerbates nursing shortages in other coun- 
tries. Countries particularly hard hit by this phenome- 
non include the Philippines, which already loses several 
thousand nurses a year to this country; India; South 
Africa; and, possibly, China. The ANA is on record as 
opposing measures to “uncap” limits on nurses immi- 
grating to the United States, expressing support instead 
to increase appropriations to expand nursing programs 
in this country. This comes at a time when a majority of 
qualified applicants to American schools of nursing are 
not admitted because of inadequate numbers of faculty 
and facilities. 

In a statement in 2008 before the Congressional Com- 
mittee on the Judiciary Subcommittee on Immigration, Cit- 
izenship, Refugees, Border Security, and International Law, 
Cheryl Peterson, MSN, RN, representing the ANA, laid 
out the ANAs position in opposition of the use of immi- 
gration to solve the nursing workforce shortage. Peterson 
cited these three reasons: (1) Congress had failed to pro- 
vide adequate funding for domestic schools of nursing; (2) 
the health care industry had failed to establish a workplace 
environment conducive to the retention of experienced 
US. nurses in patient care; and (3) the United States had 
failed to engage in active workforce planning to sustain 
nursing’ and other health care professions’ workforces 
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into the future (ANA, 2008). The ANA was joined by Phy- 
sicians for Human Rights in opposing any legislation that 
would increase the United States’ reliance on foreign nurses 
to mediate a shortage of nurses. In a scathing critique of 
this practice, one physician member of the Physicians for 
Human Rights described an open-immigration policy as 
having the potential to “undermine our multibillion-dollar 
effort to combat AIDS and malaria by potentially worsen- 
ing the shortage of health workers in developing countries. 
We're pouring water in a bucket with a hole in it, and we 
drilled the hole” (Dugger, 2006). 

The second ethical issue this raises is the documenta- 
tion of competency to provide safe nursing care, which 
occurs in the passing of the National Council Licen- 
sure Examination (NCLEX®) by graduates of approved 
American nursing schools. Nurses who may come to 
the United States expecting to find well-paying jobs as 
professional registered nurses (RNs) may find that their 
education and skills may not be sufficient to practice 
as a registered nurse. English as a second language for 
nurses who migrate to the United States poses similar 
communication difficulties, as described previously, and 
cultural acclimation to the United States may pose par- 
ticular challenges for these nurses. Moreover, there has 
been an increase in exploitative and highly unethical 
recruitment practices by companies that, after collecting 
huge fees for their services, mislead foreign nurses and/ 
or misrepresent work opportunities in the United States 
available to these nurses (Stubenrauch, 2008). 


Dilemmas Created by Institutional 


and Social Issues 

Health care institutions must comply with many govern- 
mental regulations that affect both workers and patients. 
In turn, hospitals and other health care institutions 
implement their own policies and procedures. Nurses 
may experience moral dilemmas when they disagree 
with the policies of their institutions. Health care organi- 
zations are subject to public scrutiny and accountability, 
and those that receive public funds through the Centers 
for Medicare and Medicaid Services (CMS) are under 
particular scrutiny. Ethical dilemmas between nurses 
and the organizations that employ them may develop 
over policies dictated by the organizations or mandated 
by governmental agencies. Nurses experience moral dis- 
tress when the correct course of action is known, but 
they are unable to act because of internal or external 


constraints. If moral distress results for the nurse, it 
may negatively affect not only patients but the nurse as 
well (McCarthy and Gastmans, 2015). Thoughtful and 
conscious action is required to address moral distress, 
which may lead to greater self-awareness and resilience 
(McCarthy and Gastmans, 2015). 

Ethics committees were created to assist with ethical 
dilemmas in institutional settings. These committees are 
multidisciplinary groups charged with the responsibility 
of providing consultation and emotional support in sit- 
uations in which difficult ethical choices are necessary. 
The recommendation from an ethics committee poses 
no obligation for action; however, they should receive 
serious consideration by the decision makers. Those 
desiring help, usually clinical caregivers such as physi- 
cians and nurses, refer cases to the committee for addi- 
tional direction. 


Dilemmas Created by Patient Data 


Access Issues 

Digital technologies and EHRs are powerful sources 
for the storage and transmission of information about 
patients across health care specialties and disciplines. 
However, these technologies have created a digital por- 
tal into patients’ confidential medical information (as 
in the example given earlier about the injured athlete). 
Those in positions to access health care information 
share a great responsibility to protect this information 
from unauthorized use. 

Informational technology, particularly the EHR, 
places great responsibilities in the hands of health care 
providers. Computer ethics have been in existence since 
the 1970s, but in recent years there has been renewed 
interest in scholarly inquiry in nursing informatics as 
the use of technology has become standard in health 
care institutions. The following example illustrates the 
type of ethical dilemma that can result from the inap- 
propriate access of a patient’s EHR. 

Tom, a third-year nursing student, observed Susan, 
a first-year nursing student, sitting at the nurses’ station 
reading patient information about a faculty member’s 
child who was hospitalized with a serious illness in 
the same hospital. Neither Susan nor Tom was directly 
involved in the patient's care. 

Considering Susan's inexperience, what steps should 
Tom take? Does Susan’s inexperience factor into your 
thinking about this situation? 
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TABLE 7.5 The Situational Briefing Model (SBAR) 


Situation Concise statement on the problem/issue. 

e What is going on? 

Provide background detail that is pertinent to the situation/issue. 
e What is the context? 


Present subjective and objective data pertinent to the issue. 


Background 


Assessment 


e What do you think is going on? 

e Analyze options and risks 

e What are you ruling out (if indicated)? 

State the action needed to correct the problem identified in the situation. 
e What do you want to happen, by when and by whom? 

e Will the situation need to be reevaluated? Describe. 


Recommendation 


THE PRACTICE OF MORAL COURAGE 


Registered nurses may face a variety of barriers that 
limit the provision of optimal health care, leading to 
moral and ethical challenges (McLeod-Sordjan, 2014). 
Nurses must speak up to address these barriers. Nev- 
ertheless, nurses in some situations fail to speak up 
and are unable to maintain integrity because of fear, 
resulting from hierarchical organization relationships, 
or because of uncertainty regarding the best action to 
take (Goethals et al., 2010; Woods, 2005). Nurses have 
a professional obligation, as emphasized in the ANA 
(2015a) Nursing Code of Ethics, to speak up, maintaining 
personal integrity and the integrity of the profession, as 
well as to advocate for social justice and human rights. 
There is an ethical mandate for nurses to be prepared 
to address situations that compromise personal and 
professional integrity through the use of moral courage 
(McLeod-Sordjan, 2014). 

Moral courage is an individual’s capacity to over- 
come fear and stand up for his or her core values with 
awareness, despite the potential risk (Lachman, 2010). 
In other words, moral courage is necessary when 
moral integrity is in jeopardy, and action to maintain 
integrity entails risk. Lachman (2010) coined a moral 
courage model using the acronym CODE to signify 
the necessity to respond to an integrity-compromis- 
ing situation: Courage, Obligation to honor, Danger 
management, and Expression and action. Lachman’s 
(2010) model illustrates the essential elements of being 
a moral agent. 

* Courage: The nurse in this step recognizes courage 
may be necessary to maintain integrity. The nurse 


analyzes the situation to determine whether an action 
is required to address the situation. 

Obligations to honor: The nurse considers his or her 
values and beliefs, the ethical principles at stake with 
the situation, and the ANA (2015a) Code of Ethics 
for Nurses provisions to determine what obligations 
require honoring. 

Danger management: The nurse identifies strategies 
to manage the fear of repercussions when maintain- 
ing integrity. Managing danger may include sharing 
the situation with a trusted nurse or mentor and 
seeking feedback on how to address the situation. 
Nurses may also rehearse and practice how they will 
address the situation and speak up to manage fear. 
Communicating concerns in an organized man- 
ner in an SBAR format guides communication also 
addressing fear. See Table 7.5, The Situational Brief- 
ing Model (SBAR), for additional detail. Another 
useful tool for managing danger is the CUS Method, 
coined by the Agency for Healthcare Quality and 
Research (2014) with Teamstepps. The CUS Method 
includes first stating the concern (“I am concerned 
about...”), next sharing why the situation is uncom- 
fortable (“I am uncomfortable with...”), and last if 
the conflict is unresolved and is a potential safety 
issue, stating the specific concerns (“this is a safety 
issue...”). 

Expression and Action: In the final step, the nurse 
determines what action is required to maintain 
integrity considering personal values and beliefs 
and the obligations to honor. The action may 
direct (addressing the concern directly with the 
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f] PROFESSIONAL PROFILE BOX 7.3 


MODERN-DAY MORALLY COURAGEOUS NURSE ALEX WUBBELS 


Many nurses in the profession of nursing history (such as 
Florence Nightingale, Mary Eliza Mahoney, and Mary Se- 
acole) faced oppression, barriers, and risk when advocat- 
ing for what is right, demonstrating moral courage. Alex 
Wubbels is a modern-day nurse who demonstrated mor- 
al courage and integrity to advocate for a patient's rights 
(ANA Enterprise, 2017). On July 26, 2017, Wubbels was 
ordered by a police officer to allow him to draw blood on 
an unconscious patient who was a motor vehicle crash vic- 
tim. The patient's car was struck by a car being chased by 
police. The patient was not under arrest. VWubbels refused 
to allow the blood to be drawn, upholding a hospital policy 
requiring a warrant or the patient’s consent. Wubbels pro- 
tected the patient's privacy and rights and was aggressive- 
ly arrested as a result. Although no charges were filed, the 
incident resulted in a national outrage as it was captured 
on police body cameras. One officer involved in the inci- 
dent was fired and the other demoted. The hospital also 
updated its policy regarding obtaining evidence related to a 
crime scene so that nurses are no longer directly involved 
with the officers. Wubbels was courageous as she advo- 
cated for the patient's rights, and her courage made a na- 
tional impact. Considering your own practice, what actions 
would you take to preserve a patient's rights? 


Alex Wubbels, RN 
University Hospital, Salt Lake City, Utah 


American Nurses Association Enterprise: American Nurses Association calls for action in wake of police abuse of registered 
nurse, 2017. Retrieved from http://www.nursingworld.org/FunctionalMenuCategories/MediaResources/PressReleases/American- 
Nurses-Association-Calls-for-Action-in-Wake-of-Police-Abuse-of-Registered-Nurse.html 


source) or indirect (addressing the concern with 
a secondary source such as a manager or supervi- 
sor). See Professional Profile Box 7.3 to learn more 
about a morally courageous modern-day nurse, 
Alex Wubbels. 


The safe practice of nursing is inextricable from eth- 
ical challenges. You as students of nursing are encour- 
aged to be aware of your own values, morals, and ethics 
and to become sensitive to the values, morals, and ethics 
at work in every nursing situation. 


e Concept: Professional ethics override personal ethics 

in a professional setting. 

Challenge: Patient situations that conflict with a nurse’s 
personal ethics can be very troublesome; however, 
the ANAs Code of Ethics for Nurses is nonnegotiable 
for nurses regarding ethical behavior. 

Concept: The terms morals and ethics are often used 

interchangeably. Technically, however, morals reflect 

what is done in a situation, whereas ethics are con- 
cerned with what should be done. Values are beliefs, 
ideals, and attitudes that one uses to guide behavior. 


Challenge: Being familiar with ethical theories and 
principles, moral development, and decision-making 
models prepares nurses to participate actively in 
resolving ethical dilemmas that commonly occur in 
health care settings. 

¢ Concept: Ethical dilemmas occur in all areas of nurs- 
ing practice, and in fact, each nursing situation has 
ethical implications. 

Challenge: Nurses need to understand that even sim- 
ple decisions such as prioritizing care have an eth- 
ical basis. 


Concept: Respect for humans is the foundation for 
the six ethical principles of autonomy, beneficence, 
nonmaleficence, fidelity, veracity, and justice. 
Challenge: These principles are more than a matter of 
opinion about what constitutes right and wrong. 
Understanding basic ethical principles involved in a 
situation can clarify, rather than complicate, how to 
act ethically and are helpful in determining the best 
action to take when faced with an ethical dilemma. 
Concept: Nurses must protect patients’ privacy 
and confidentiality at all times when using social 
media. 
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Challenge: Social media has blurred professional 
and personal boundaries, making it particularly 
important for nurses to be vigilant to protect their 
patients when using social media. 


e Concept: Use of technology such as electronic health 


records has compounded common ethical dilemmas 

and created new ones for health care workers. 

Challenge: Access to health records are increasingly 
monitored in health care institutions; however, 
nurses can ensure that they manage digital infor- 
mation correctly by simply asking themselves, 
“Do I need to know this?” 


. Explain the differences among morals, values, and eth- 

ics, using the definitions from this chapter. Describe a 

patient situation in which you would feel challenged in 

terms of your own morals, values, and ethics. 

. Compare the ANA’s Code of Ethics for Nurses with 

the ICN’s Code of Ethics for Nurses. How are they 

similar, and how are they different? 

. Select an ethical theory or principle that is most con- 

gruent with your approach to ethical dilemmas. Use 

it as a basis for considering the ethical dilemmas in 
this chapter. How helpful to you is this particular the- 
ory or principle in determining how you would act? 

. Discuss your reactions to the following scenarios and 

questions in a small group: 

a. Mrs. Otto has recently undergone extensive sur- 
gery for gynecologic cancer. The day after sur- 
gery, she asks for more pain medication than the 
physician has prescribed. You call for an order to 
increase the pain medication dosage, but she still 
complains every 2 hours that she cannot tolerate 
the pain. What should be done? 

b. Mrs. Loriz suffers from severe chronic pain, the 
cause of which has not been definitely diagnosed. 
Her husband has brought her into the emergency 
department for the fifth time this month asking 
for narcotic relief from the pain. In tears she 
states, “A shot of a narcotic is the only thing that 
takes the edge off She threatens suicide if she is 
sent home without some help. The physician has 
ordered a placebo. What is the nurse’s responsi- 
bility? 


c. Mr. Nelson, age 87 years, suffered a serious 
stroke. His wife of 65 years keeps a constant 
vigil at his bedside. After 4 weeks, he remains 
unresponsive and develops pneumonia. He is 
being fed through a feeding tube and ventilated 
through a tracheotomy. Mrs. Nelson feels that 
agreeing to a do-not-resuscitate (DNR) order is 
letting her husband down but recognizes he has 
no quality of life. How should the nurse counsel 
Mrs. Nelson? 

d. Emily and Michael are parents of a young child 
dying of Tay-Sachs disease. Emily recently found 
out she is pregnant again and wants to know 
whether their second child is affected with the 
same disease. She undergoes genetic testing and 
learns that the fetus also has Tay-Sachs disease. 
Emily and Michael are considering whether to 
terminate the pregnancy, knowing that their 
expected baby will have a fatal condition. How 
can the nurse assist these parents in making their 
decision? 


5. Answer the following questions, basing your answers 


on identified ethical principles: 

a. When is it acceptable to refuse an assignment? 

b. What is the nurse’s duty when a patient confides 
the desire to self-harm? 

c. Is health care a right? 

d. What should the nurse do when his or her per- 
sonal values are in conflict with those of the 
patient? 
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Eo enhance your understanding of this chapter, try the Student Exercises on the Evolve site at 


LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Describe the components and processes of systems. 

e Explain Maslow’s hierarchy of human needs and its 
relationship to motivation. 

e Recognize how environmental factors such as 
family, culture, social support, social media and the 
Internet, and community influence health. 

e Explain the significance of a holistic approach to 
nursing care. 

e Apply Rosenstock’s health belief model and Bandura's 
theory of perceived self-efficacy to personal health 
behaviors and health behaviors of others. 


Suppose you were building a house. You would want the 
most solid, safe, and structurally sound building that 
you could afford. You would want your house to be built 
on firm ground, set on a foundation of cinderblocks and 
concrete. You would want to know that this structure 
would hold up in high wind, heavy snow, blazing heat, 
and driving rains. Because of what you are asking of 
your house—that is, for it to be a place to eat, sleep, be 
with your family, and protect you from the elements— 
some parts of your house would be similar to almost all 
houses: a foundation, framing, walls, windows, rooms, 
and a good roof. Because you have planned your house 
and built your house well, it will provide for you what 
you need from it. 

Anything built well must have a solid foundation 
for support. Your car has a structure—the chassis—that 
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e Devise a personal plan for achieving high-level 
wellness. 

e Define and give examples of beliefs. 

e Define and give examples of values. 

e Cite examples of nursing philosophies. 

e Discuss the impact of beliefs and values on nurses’ 
professional behaviors. 

e Explain how nurses and organizations educating and 
employing nurses can use a philosophy of nursing. 

e Identify personal beliefs, values, and philosophies as 
they relate to nursing. 


keeps you safe and gives your car form. Humans have a 
skeleton that gives us shape and makes us recognizable. 
The underlying structure tells us something about the 
function of the object. 

The same holds true for a profession; its foundational 
principles tell us something about what nursing is and 
what nursing does. These principles are always in place, 
even when you are not aware of them. Much like the 
foundation of your house or your own skeleton, you do 
not have to think about its doing its work—it is simply 
there. 

The foundation of nursing—its bones—is its basic 
concepts, the ideas that are essential to understanding 
professional practice. These concepts are person, environ- 
ment, and health. Each concept has subconcepts, which 
are other ideas that are related to the larger concept, but 
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PERSON 
¢ Unique, adaptable 


¢ Open system with 


subsystems 


¢ Influenced by genetics 
and environment 


¢ Motivated by needs 
¢ Seeks homeostasis 


HEALTH 
¢ On a continuum 
¢ Dynamic 
¢ Holistic 


¢ Affected by health beliefs 
and behaviors 


ENVIRONMENT 
¢ Affects well-being 
¢ Physical (air, water, etc.) 


¢ Nonphysical (family, 
culture, social structures) 


Fig. 8.1 This is the foundation of nursing—its concepts and subconcepts basic to the profession. 


which are also related to nursing (Fig. 8.1). Everything 
professional nurses do is in response to one of these basic 
interrelated concepts. You do not say, “Iam going to check 
on Mrs. Bruce's homeostasis.” But in fact when you check 
her fluid intake and urine output after her major surgery, 
you are addressing an element of her person (homeosta- 
sis—her fluid balance), her health (she is in a vulnerable 
state), and her environment (her intravenous line patency, 
her availability of water), in the context of nursing. You 
as a nurse are guided by beliefs, values, and a philosophy, 
which work together to shape your practice. 

This is a simple example, but one that will give you 
an idea of how nursing’s concepts are at work in nursing 
actions. In this chapter we will explore how these con- 
cepts relate to each other and to nursing. By the end of 
this chapter, these abstract ideas will have more mean- 
ing to you as you begin to think about your own philos- 
ophy of nursing. 


UNDERSTANDING SYSTEMS: 
CONNECTIONS AND INTERACTIONS 


An understanding of systems will guide you in under- 
standing the connections and interactions among nurs- 
ing’s basic concepts. A system is a set of interrelated 
parts that come together to form a whole that performs 


a function (von Bertalanffy, 1968). General systems 
theory was developed in 1936 by biologist Ludwig von 
Bertalanffy, who believed that a common framework for 
studying several similar disciplines would allow scien- 
tists and scholars to organize and communicate find- 
ings, making it easier to build on the work of others. 
Each part of a system is a necessary or integral compo- 
nent required to make a complete, meaningful whole. 
These parts are input, throughput, output, evaluation, 
and feedback (von Bertalanffy, 1968). 


Components of Systems 

Input is the first component of a system—the raw mate- 
rial, such as information, energy, or matter—that enters 
a system and is transformed by it. For a system to work 
well, input should contribute to achieving the purpose 
of the system. 

Throughput is the second component of a system. 
Throughput consists of the processes a system uses to 
convert raw materials (input) into a form that can be 
used, either by the system itself or by the environment 
(also called the suprasystem). Output is the end result or 
product of the system. Outputs vary widely, depending 
on the type and purpose of the system. 

Evaluation is the fourth component of a system. 
Evaluation means measuring the success or failure of 
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Fig. 8.2 Major components of a general systems model. 


the output and consequently the effectiveness of the 
system. For evaluation to be meaningful in any system, 
outcome criteria against which performance or product 
quality is measured must be identified. 

Feedback, the final component of a system, is the 
process of communicating what is found in evaluation 
of the system. Feedback is the information given back 
into the system to determine whether the purpose, or 
end result, of the system has been achieved. Fig. 8.2 
depicts the components of systems and illustrates how 
they relate to one another. 


Examples of Systems 

A simple example helps clarify the components of sys- 
tems. In a school of nursing system, the raw material, 
or input, consists of students, faculty, ideas, the desire to 
learn, and knowledge. For high-quality input, students 
need to be ready to learn, and the faculty should be 
knowledgeable and well prepared to teach. The processes 
(throughput) whereby ideas, knowledge, and skills are 
transmitted must be clear and understandable. In this 
example, throughput consists of learning experiences 
such as readings, lectures, discussions, labs, and clini- 
cal experiences. The output, or product, of the system is 
well-educated graduates. For evaluation of the output, 
the National Council Licensure Examination (NCLEX®) 
is a good measure of how well the system worked. The 
passing rate of those taking the NCLEX® on their first 
try provides feedback to the faculty and administrators. 
Ifa high percentage of graduates pass on the first try, the 
system has achieved its purpose. If not, changes need to 


be made in the input or in the system itself—for exam- 
ple, setting higher admission standards, hiring more tal- 
ented faculty, and/or designing more effective courses 
and curricula. 

Systems are usually complex and consist of several 
parts called subsystems. Consider a hospital as a system, 
for example. Technically, it is a system for providing 
health care, but the success of the system depends on 
the functioning of many subsystems. The subsystems 
include many departments: nursing, medicine, imaging, 
informatics, laboratory, and environmental services, 
among others. Each of these subsystems is a system 
itself. All the subsystems function collaboratively to 
make the health care system—the hospital—work. 


Open and Closed Systems 

Continuing with the example, the hospital and all its 
subsystems are open systems. An open system promotes 
the exchange of matter, energy, and information with 
other systems and the environment. The larger environ- 
ment outside the hospital is called the suprasystem. A 
closed system does not interact with other systems or 
with the surrounding environment. Matter, energy, and 
information do not flow into or out of a closed system. 
There are few totally closed systems. Even a completely 
balanced aquarium, for example, often thought of as 
approaching a closed system, needs light, air, and addi- 
tional water and nutrients from time to time. 

Two more points are essential to a basic understand- 
ing of systems. First, the whole is different from and 
greater than the sum of its parts (its subsystems). Any- 
one who has ever been in a hospital, for example, knows 
that what happens there is different from and more than 
the sum of the following equation: nurses + pharmacy + 
physicians + environmental services = hospital. The sec- 
ond point involves synergy. Synergy occurs when all the 
various subsystems work together to create a result that 
is not independently achievable. Synergy in the hospital 
occurs when the people who compose the subsystems 
collaborate to work with patients and their families, 
combining efforts to create an outcome that no single 
group could accomplish alone. 


Dynamic Nature of Systems 

The final point to be made about systems is that change in 
one part of the system creates change in other parts. If the 
hospital admissions office, for example, decided to admit 
patients only between the hours of 8:00 and 10:00 a.m., 


that decision would result in changes in the nursing 
units, environmental services, business office, operating 
suites, laboratories, and other hospital subsystems. If 
that change were implemented without prior commu- 
nication to the other subsystems and coordinated plan- 
ning, it would likely create chaos in the system. 

The exchange of energy and information within open 
systems and between open systems and their suprasys- 
tems is continuous. The dynamic balance within and 
between the subsystems, the system, and the supra- 
systems helps create and maintain homeostasis, also 
known as internal stability. 

All living systems are open systems. The internal 
environment is in constant interaction with a chang- 
ing environment external to the organism. As change 
occurs in one environment, the other environment 
is affected. For example, walking into a cold room 
(change in the external environment) affects a vari- 
ety of physiologic and psychological subsystems of a 
person’s internal environment. These, in turn, affect 
a person's blood flow, ability to concentrate, and feel- 
ing of comfort, for example (changes in internal envi- 
ronment). 


Application of the Systems Model to Nursing 


Nurses work within systems every day. Using the hospi- 
tal example, nurses work within the hospital as a system, 
the department of nursing’s system, within a particular 
unit’s system, and with colleagues in what may be an 
informal but important system. All are open systems 
interacting with one another and the environment. If 
nurses are to work effectively in such complex systems, 
they need to have an understanding of how systems 
operate. 

At the individual patient level, the openness of 
human systems makes nursing intervention possible. 
Understanding systems helps nurses assess relationships 
among all the factors that affect patients, including the 
influence of nurses themselves. Nurses who understand 
systems view patients holistically, including the physio- 
logic subsystems (such as metabolism and the respira- 
tory system) and suprasystem (such as family, culture, 
and community). These nurses appreciate the influence 
of change in any part of the system. For instance, when 
a patient with diabetes has pneumonia (change in sub- 
system), the infection increases the blood glucose level 
(metabolic system) and may result in hospitalization. 
Hospitalization may in turn adversely affect the patient's 
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BOX 8.1 


Key Concepts About Systems 


A system is a set of interrelated parts. 

The parts form a meaningful whole. 

The whole is different from and greater than the sum 
of its parts. 

Systems may be open or closed. 

All living systems are open systems. 

Systems strive for homeostasis (internal stability). 
Systems are part of suprasystems. 

Systems have subsystems. 

A change in one part of a system creates change in 
other parts. 


role in the family and community (change in suprasys- 
tem). Key concepts of systems are summarized in Box 
8.1. With this brief introduction to systems as a founda- 
tion, we can now examine the three basic concepts that 
are fundamental to the practice of professional nursing: 
person, environment, and health. 


PERSON: AN OPEN SYSTEM WITH 
HUMAN NEEDS 


The term person is used to describe each individual 
woman, man, and child. There are various approaches 
to the study of person. This chapter briefly examines the 
concept of people as systems with human needs. 

As mentioned previously, each individual is an open 
system with numerous subsystems that make up the 
whole person. For example, the physiologic subsystem 
is composed of the circulatory, musculoskeletal, respira- 
tory, gastrointestinal, genitourinary, and neurologic sub- 
systems; the psychological, social, cultural, and spiritual 
subsystems combine with the physiologic subsystem to 
comprise the whole person. Each person is unique— 
different from all other people who have been and 
ever will be. This uniqueness is determined genetically, 
environmentally, and experientially and is the basis for 
holistic nursing care—that is, nursing care that takes all 
the aspects of the person into consideration. 

Certain personal characteristics are determined at 
conception by the genes received from one’s biologic 
parents, such as eye, skin, and hair color; height; sex; 
and a variety of other features. The environment deter- 
mines other characteristics. The availability of loving 
and nurturing parents or parental substitutes, availabil- 
ity of sufficient nutritious foods, cultural beliefs, degree 
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Fig. 8.3. Maslow's hierarchy of needs. Understanding this hierarchy helps nurses prioritize their care. (Maslow 
AH: A theory of human motivation, Psychological Review 50(4):370-396, 1943.) 


of educational opportunities, adequacy of housing, 
quality and quantity of parental supervision, and safety 
are all examples of environmental factors that influence 
how a person develops. 


Human Needs 


In addition to having unique personal characteristics, 
people have inborn needs. Human need refers to some- 
thing—food, air, social interaction—required for a per- 
son’s well-being. In 1954 psychologist Abraham Maslow 
published Motivation and Personality. In this classic 
book, Maslow rejected earlier ideas of Sigmund Freud, 
who believed that people are motivated by unconscious 
instincts, and Ivan Pavlov, who believed humans were 
driven by conditioned reflexes. Instead, Maslow pre- 
sented his human needs theory and explained that 
human behavior is motivated by intrinsic needs. He 
identified five levels of needs and organized them into a 
hierarchic order, as shown in Fig. 8.3. 


Maslow’s Hierarchy of Needs 


According to Maslow, the most basic level of needs con- 
sists of those necessary for physiologic survival: food, 


oxygen, rest, activity, shelter, and sexual expression. 
These needs are common to all human beings. 

The second level of needs is safety and security. These 
include physical and psychological safety and security 
needs. Psychological safety and security include having 
a reasonably predictable environment with which one 
has some familiarity and relative freedom from fear and 
chaos. 

The third level of needs consists of love and belong- 
ing. To a greater or lesser extent, each person needs 
close, intimate relationships; social relationships; a place 
in the social structure; and group affiliations. 

Next in Maslow’s hierarchy is the need for self- 
esteem. This includes the need to feel self-worth, self- 
respect, and self-reliance. 

Self-actualization is the highest level of needs. 
Self-actualized people have realized their maximum 
potential; they use their talents, skills, and abilities 
to the fullest extent possible and are true to their own 
nature. People do not stay in a state of self-actualiza- 
tion but may have “peak experiences” during which 
they realize self-actualization for some period. Maslow 
believed that many people strive for self-actualization 


but few consistently reach that level (Maslow, 1987). He 
also believed that people are “innately motivated toward 
psychological growth, self-awareness, and personal free- 
dom. As he saw it, we never outgrow the innate need 
for self-expression and self-development, no matter how 
old we are” (Hoffman, 2008, p. 36). 


Assumptions About Needs 


Maslow’s hierarchy is based on several basic assump- 
tions about human needs. One assumption is that basic 
needs must be at least partially satisfied before higher 
order needs can become relevant to the individual. For 
example, starving people will not be concerned with 
issues of self-esteem until their hunger is satisfied. 

A second assumption about human needs is that 
individuals meet their needs in different ways. One per- 
son may need 8 or 9 hours of sleep to feel rested, whereas 
another may require only 5 or 6 hours. Each individu- 
al’s sleep needs may vary at different stages of life. Older 
people usually require less sleep than younger people 
do. Individuals also eat different diets in differing quan- 
tities and at differing intervals. Some prefer to eat only 
twice a day, whereas others may snack six or eight times 
a day to meet their nutritional needs. Sexual energy also 
varies widely from person to person. A broad range of 
individual factors determines the frequency with which 
normal adults desire sexual activity. 

Although sleep, food, and sex are considered examples 
of basic human needs, the manner in which these needs 
are met, as well as the extent to which any one of them is 
considered a need, varies according to each individual. It 
is therefore extremely important to determine a person's 
perceptions of his or her own needs to be able to pro- 
vide appropriate, individualized nursing care. If a patient 
is uncomfortable eating three large meals, such as those 
served in most hospitals, nurses can help that person by 
saving parts of the large meals in the refrigerator on the 
nursing unit and serving them to the patient between reg- 
ularly scheduled meals. This is a simple example of what is 
meant by the term individualized nursing care, which rec- 
ognizes each individual’s unique needs and tailors the plan 
of nursing care to take that uniqueness into consideration. 


Adaptation and Human Needs 


Another aspect of human needs is the nature of individ- 
uals to change, grow, and develop. Carl Rogers, a well- 
known psychologist, built his theory of personhood 
based on the idea that people are constantly adapting, 
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discovering, and rediscovering themselves. His book On 
Becoming a Person (Rogers, 1961) is considered a clas- 
sic in psychological literature. Rogers’ idea that a per- 
sons needs change as the person changes is important 
for nurses to remember. The human potential to grow 
and develop can be used by nurses to assist patients to 
change unhealthy behaviors and to reach the highest 
level of wellness possible. 

The concept of adaptation is also helpful in under- 
standing that people admitted to hospitals and removed 
from their customary, familiar environments commonly 
become anxious. Even the most confident person can 
become fearful when in an uncertain, perhaps threaten- 
ing, situation. Under these circumstances, nurses have 
learned to expect people to regress slightly and to become 
more concerned with basic needs and less focused on 
the higher needs in Maslow’s hierarchy. A “take-charge” 
professional person, for example, may become somewhat 
demanding and self-absorbed when hospitalized. As you 
will see in Chapter 9, several nursing theorists based their 
theoretical models on adaptation. 


Homeostasis 


When a person’ needs are not met, homeostasis is threat- 
ened. Remember that homeostasis is a dynamic balance 
achieved by effectively functioning open systems. It is a 
state of equilibrium, a tendency to maintain internal sta- 
bility. In humans, homeostasis is attained by coordinated 
responses of organ systems that automatically compen- 
sate for environmental changes. When someone goes 
for a brisk walk, for example, heart rate and respiratory 
rate automatically increase to keep vital organs supplied 
with oxygen. When the individual comes home and sits 
down to read, heart rate and breathing slow down. No 
conscious decision to speed up or slow down these physi- 
ologic functions has to be made. Adjustments occur auto- 
matically to maintain homeostasis. 

Individuals, as open systems, also endeavor to main- 
tain balance between external and internal forces. When 
that balance is achieved, the person is healthy, or at least 
resistant to illness. When environmental factors affect 
a person's homeostasis, the person attempts to adapt to 
the change. If adaptation is unsuccessful, disequilibrium 
may occur, setting the stage for the development of ill- 
ness or disease. How individuals respond to stress is a 
major factor in the development of illness. Stress and 
illness are discussed more fully in Chapter 13, and you 
may wish to review that information now. 
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ENVIRONMENT: THE SUPRASYSTEM IN 
WHICH PERSONS LIVE 


The second major concept basic to professional nursing 
practice is environment, or the suprasystem. Environ- 
ment includes all the circumstances, influences, and 
conditions that surround and affect individuals, fami- 
lies, and groups. The environment can be as small and 
controlled as a premature infant's isolette or as large and 
uncontrollable as the universe. Included in environment 
are the social and cultural attitudes that profoundly 
shape human experience. 

The environment can either promote or interfere 
with the homeostasis and well-being of individuals. As 
seen in Maslow’s hierarchy of needs, there is a dynamic 
interaction between a person's needs, which are internal, 
and the satisfaction of those needs, which is often envi- 
ronmentally determined. 

Nurses have always been aware of the influence of 
environment on people. Florence Nightingale, in par- 
ticular, stressed the role of a healthful environment in 
restoration and preservation of health and prevention 
of disease and injury. Concerns about the health of the 
public have led governmental entities at local, state, 
and national levels to establish standards and regula- 
tions that ensure the safety of food, water, air, cosmet- 
ics, medications, workplaces, and other areas in which 
health hazards may occur. Environmental systems to be 
discussed in this section are family systems, cultural sys- 
tems, social systems, and community systems. 


Family Systems 

The most direct environmental influence on a person 
is the family. Families have all types of configurations, 
from dual-parent homes with children to single parents 
raising their children on their own; single adults with 
networks of close friends who constitute their family; 
extended families with several generations under one 
roof; or couples without children. These are just a few 
examples of the many family structures. Families are 
defined as the patient defines family and do not nec- 
essarily involve “blood relatives.” The way the family 
functions with and within the environment and the 
dynamics among various members of the family con- 
stitute the family system. The quality and amount of 
parenting provided to infants and growing children con- 
stitute a major determinant of health. Children who are 
nurtured when young and vulnerable, who are allowed 


to grow in independence and self-determination, and 
who are taught the skills they need for social living have 
a foundation for growing into strong, productive, auton- 
omous adults. Some strong, productive, autonomous 
adults, however, come from disadvantaged backgrounds 
where the nurturing was limited. The family background 
can shape one’s adulthood but is not determinative. 


Nuclear and Extended Families 


For most of the history of humankind, immediate and 
extended families were relatively intact units that lived 
together or lived within close proximity to one another. 
In the extended family, children were nurtured bya vari- 
ety of relatives, as well as by their own parents. Extended 
family members also cared for elderly people and those 
with disabilities. This closeness was affected profoundly 
by industrialization, which fostered urbanization. When 
families ceased farming, which was a family endeavor, 
and moved to cities where fathers worked in factories, 
the first dilution of the influence of extended family 
began. The nuclear family (parents and their children) 
moved away from former sources of nurturing, as older 
relatives such as grandparents, aunts, and uncles often 
stayed in rural areas. 

During World War II, more women began to work, 
taking them out of the home and away from young 
children for hours each day. The increased geographic 
mobility of families since World War II has changed the 
extent and nature of relationships of extended family 
members because nuclear families may live across the 
continent or the world from their relatives. Currently, 
technologies such as text messaging, FaceTime, Skype, 
and other social media are changing the relationships of 
extended family members yet again. These technologies 
can allow family members who are geographically sep- 
arate to interact more intensely and frequently than was 
possible a decade ago. For some families, technology 
allows extended family members to serve as important 
sources of advice and support without being physically 
present; however, access to these technologies varies 
widely among the population of the United States. 


Single-Parent Families 

Although the majority of children in the United States 
lives in two-parent households, the percentage of chil- 
dren living in single-parent households increased dra- 
matically over the past 50 years. According to the US. 
Census Bureau (2016), 23% of all households with 


children were single-parent households, and most of 
those were headed by women. For comparison, in 1960, 
8% of households were single-parent households. In 
2016, 39.8% of all births were to single women (Centers 
for Disease Control and Prevention [CDC], 2018), a sta- 
tistic explaining in part the current high percentage of 
single-parent homes in the United States. Life is chal- 
lenging for single parents who must earn a living for the 
family and fulfill the nurturing roles in the family. Bear- 
ing these multiple roles alone over long periods can be 
extremely stressful, even exhausting, to single parents. 

The examples given here represent only a few ways 
families influence the well-being of individuals: there are 
many others. A complete nursing assessment includes 
information about a patient’s family and home environ- 
ment. This information is particularly important when a 
modification of the home environment is needed, espe- 
cially when a person is returning home with a disabil- 
ity or a limitation in his or her mobility. Importantly, 
a complete assessment should include screening for 
intimate partner violence (also known as domestic vio- 
lence) or, in the case of children, for signs of neglect and 
abuse. Signs of abuse in both adults and children may 
not be obvious, and victims often are not forthcoming 
in the health care setting about being abused and by 
whom. Abuse and neglect are not uncommon, and care- 
ful assessment and the development of a trusting profes- 
sional relationship may be of benefit in helping persons 
who have been abused disclose their experience. 


Cultural Systems 


People are deeply entrenched in their culture and may 
not even recognize the effect of their culture on their 
lives. Culture consists of the attitudes, beliefs, and 
behaviors of social and ethnic groups that have been 
perpetuated through generations. Patterns of language, 
clothing, eating habits, activities of daily living, atti- 
tudes toward those outside the culture, health beliefs 
and values, spiritual beliefs or religious orientation, and 
attitudes toward children, women, men, marriage, edu- 
cation, work, and recreation all are influenced by cul- 
ture. 

Significant changes have occurred in the United 
States in the past several decades related to culture. The 
United States was once known as a “melting pot,’ refer- 
ring to the assimilation of persons of varying nation- 
alities, cultures, and languages into one homogeneous 
culture. Recently, however, the melting pot is being 
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replaced with the “salad bowl” metaphor to describe the 
multiculturalism predominating in the United States 
today. Multiculturalism has several definitions. The most 
common usage, however, refers to those with “culturally 
distinct identities” retaining their cultural identity and 
enjoying full access to a society’s constitutional princi- 
ples and prevailing shared values (UNESCO, n.d.). 

According to the Pew Research Center (2017), as of 
2017 more than 13% of people living in the United States 
were foreign born. The United States has become a mul- 
ticultural society, with immigrants coming from almost 
every country in the world. Because basic beliefs about 
health and illness vary widely from culture to culture, 
nurses need to develop cultural competence to meet the 
needs of culturally diverse patients. For example, many 
Mexican American and Mexican immigrant families 
observe 40 days of recovery in the postpartum peri- 
od—lIa cuarentena (cuarenta dias or quarantine) —when 
traditional behaviors related to diet, clothing, sexual 
abstinence, bathing, and management of the environ- 
ment are practiced, and social support is intense. This 
culturally entrenched practice may be misunderstood 
and even trivialized by providers, leading women to 
conceal their traditions (Waugh, 2010). 

Effective nurses learn to be aware of and to respect 
cultural influences on patients. Whenever possible, they 
defer to patients’ cultural preferences. They recognize 
that some cultural groups attribute illness to bad for- 
tune. Individuals from cultures with these beliefs do not 
see themselves as active participants in their own health 
status. This attitude is a challenge for nurses who value 
the collaboration of patients in their own health care 
planning. 

The challenge for nurses in an increasingly diverse 
world is to understand the risks of ethnocentrism—that 
is, making judgments, often negative, about another's 
culture relative to one’s own. It is tempting to dismiss a 
cultural tradition or belief because it is not part of one’s 
own experience. Moreover, it is also easy to be blind to 
one’s own deeply entrenched cultural beliefs. In other 
words, our own traditions may seem strange to others. 
Astute nurses realize that integration of a patient's cul- 
tural health beliefs into planning patient-centered care 
can make a strong impact on that patient's desire and 
ability to improve his or her health. 

Understanding the relationship between culture and 
health is the basis for “transcultural nursing,” a field 
of nursing practice initiated by nurse-anthropologist 
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Madeleine Leininger. Additional discussion of the influ- 
ence of culture on nursing practice can be found in 
Chapter 13. 


Social Systems 

In addition to being influenced by family and cultural 
systems, individuals are influenced by the social system 
in which they live. Social institutions such as families, 
neighborhoods, schools, churches, professional asso- 
ciations, civic groups, and recreational groups may 
constitute a form of social support. Social support also 
includes such factors as family income; presence in the 
home of a spouse; proximity to neighbors, children, and 
other supportive individuals; access to medical care; 
coping abilities; and educational level. 


TABLE 8.1 


Recent Life Changes Questionnaire 


Social Change 


Holmes and Rahe (1967) published a study of the rela- 
tionship of social change to the subsequent develop- 
ment of illness. They found that people with many social 
changes that disrupt social support, such as death of a 
loved one, divorce, job changes, moving, or unemploy- 
ment, were much more likely to experience illness in 
the following 12 months than people with few social 
changes. Both positive and negative changes created 
the need for social readjustment. In 1995 this study was 
updated, and the Recent Life Changes Questionnaire 
(Table 8.1) was devised to reflect more accurately con- 
temporary concerns (Miller and Rahe, 1997). Numerous 
other researchers have found additional evidence that 
social support has a direct relationship to health. 


The following 74 potential life changes inquire about recent events in a person's life. A 6-month total equal to or 
greater than 300 Life Change Units (LCUs) or a 1-year total equal to or greater than 500 LCUs, is considered indica- 


tive of high recent life stress. 


Life Change 


Life Change Event Units 


Health 

An injury or illness that: 

Kept you in bed 1 week or more or sent 
you to the hospital 

Was less serious than above 

Major dental work 

Major change in eating habits 

Major change in sleeping habits 

Major change in your usual type and/or 
amount of recreation 


Work 

Change to a new type of work 

Change in your work hours or condi- 
tions 

Change in your responsibilities at work: 

More responsibilities 

Fewer responsibilities 

Promotion 

Demotion 

Transfer 

Troubles at work: 

With your boss 

With co-workers 

With persons under your supervision 

Other work troubles 

Major business adjustment 


Life Change 


Life Change Event Units 


Retirement 52 

Loss of job: 

Laid off from work 68 

Fired from work 7) 

Correspondence course to help youin 18 
your work 


Home and Family 

Major change in living conditions 

Change in residence: 

Move within the same town or city 

Move to a different town, city, or state 

Change in family get-togethers 

Major change in health or behavior of 
family member 

Marriage 

Pregnancy 

Miscarriage or abortion 

Gain of a new family member: 

Birth of a child 

Adoption of a child 

A relative moving in with you 

Spouse beginning or ending work 

Child leaving home: 

To attend college 

Because of marriage 

For other reason 


Continued 


TABLE 8.1 


Life Change 


Life Change Event Units 


Change in arguments with spouse 50 

In-law problems 38 

Change in the marital status of your 
parents: 

Divorce 

Remarriage 

Separation from spouse: 

Because of work 

Because of marital problems 

Divorce 


Birth of grandchild 

Death of spouse 

Death of a family member: 
Child 

Brother or sister 

Parent 


Personal and Social 

Change in personal habits 

Beginning or ending school or college 
Change of school or college 

Change in political beliefs 

Change in religious beliefs 

Change in social activities 


CHAPTER 8 Conceptual and Philosophical Foundations of Professional Nursing 


Recent Life Changes Questionnaire—cont’d 


Life Change 
Units 


Vacation 24 
New close, personal relationship S7/ 
Engagement to marry 45 
Girlfriend or boyfriend problems 39 
Sexual difficulties 44 
“Falling out” of a close personal rela- 47 
tionship 

An accident 48 
Minor violation of the law 20 
Being held in jail 75 
Death of a close friend 70 
Major decision regarding your immedi- 51 
ate future 

Major personal achievement 36 


Life Change Event 


Financial 

Major change in finances: 

Increased income 

Decreased income 

Investment and/or credit difficulties 
Loss or damage of personal property 
Moderate purchase 

Major purchase 

Foreclosure on a mortgage or loan 


From Miller MA, Rahe RH: Life changes scaling for the 1990s, J Psychosom Res 43 (3):279-292, 1997. Reprinted with permission. 


Social Support 


Social support is a commonly used, but rarely defined, 
term. In its largest sense, social support means that a 
person belongs to a social network, feels loved and cared 
for, and can count on people for assistance. Social sup- 
port can be perceived, meaning that individuals recog- 
nize that support has been given or is available if needed 
in the future. Received support refers to the actual help- 
ful (supportive) actions that are offered. Social support 
works in four ways. Emotional support comes in the 
form of concern for, affection, love, caring, encour- 
agement, and conveying a sense of value to the person 
being supported. Companionship is a form of support 
that gives the supported person a sense of belonging 
and provides people with whom to share social activi- 
ties. Informational support is advice and guidance, the 
sharing of useful information. Material support, also 
called tangible support, refers to financial help, provid- 
ing material goods and/or services. Individuals vary in 


their need and desire for social support. When assess- 
ing patients, nurses need to remember that the patient, 
not the nurse, should determine the adequacy of his or 
her social support. For patients who need and desire 
increased informational support as a form of social sup- 
port, nurses can be excellent sources of knowledge and 
direction. Nurses can inform patients about resources 
for patients and families with specific diagnoses (e.g., 
cancer support groups, Crohn disease support groups, 
rare chromosomal disorder support group), parenting 
classes, religious groups, bereavement and loss support 
groups, formal and informal educational groups, and 
self-help groups. These groups may have local meetings 
or may have a strong online presence as a means of emo- 
tional support, companionship, and tangible support. 


Poverty 


Poverty means living with deprivation and the scarcity of 
necessities such as food and adequate housing. The United 
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States is one of the wealthiest nations in the world (Inter- 
national Monetary Fund, 2018; Investopedia, 2017). The 
poverty level in the United States, however, is high relative 
to the nation’s overall wealth: in 2016 the poverty rate was 
12.7% (U.S. Census Bureau, 2017). The U.S. Department of 
Health and Human Services determines the poverty level 
annually. In 2018 the poverty threshold was a total income 
of $12,140 or less for a single person and $25,100 or less 
for a family of four in the 48 contiguous U.S. states plus the 
District of Columbia. Alaska and Hawaii have higher costs 
of living; therefore the poverty threshold income level is 
somewhat higher (U.S. Department of Health and Human 
Services: HHS poverty guidelines, 2018). 

People living in poverty have diminished access 
to health care for a variety of reasons. Lack of money 
means inadequate nutrition and lack of basic health 
care, adversely affecting the health status of all family 
members. Specific challenges faced by families at or 
near poverty levels are food insecurity and hunger; poor 
transportation; inability to pay mortgage or rent; and 
inability to pay for utilities such as natural gas, water, 
and electricity. The World Health Organization (WHO, 
2018) now considers poverty to be one the most influen- 
tial determinants of health. 

Understanding and appreciating the complex socie- 
tal forces that contribute to poverty can be challenging 
for nurses. Some even blame the poor for their situation. 
Misconceptions can lead to stereotyping and insensi- 
tivity to the feelings and concerns of the poor, further 
alienating them from the health care system. Many 
nursing students have had limited exposure to poverty 
and may not fully realize the enormous implications of 
being poor. One student shared her experience: 


Before I did my community health rotation, I thought 
that poor meant that someone had to shop for clothes 
at a “big box” store rather than the mall. Then I made 
a home visit to a nice woman I had met in the high- 
risk obstetric clinic. She was pregnant and had the 
early stages of cervical cancer. She told me that to find 
her house, I would see a mobile home that looked too 
run down for anybody to live in. She told me to go 
past it to the next one that looked even worse, and 
that was where she lived. I kind of didn't believe her, 
but she was right. One of the bedrooms was a chicken 
wire and cardboard addition to the side of the house 
that her teenage son had built. What surprised me 
was how neat and clean she had tried to make her 


house, and her children all sat in a line very quietly 
and responded to my questions politely. This lady’s 
quiet dignity in this horrible poverty really humbled 
me, and I cried in my car all the way home. 


Community, National, and World Systems 

The health status of people is also influenced by the 
larger systems in which they live. The types and avail- 
ability of jobs, housing, schools, and health care, as well 
as the overall economic well-being, profoundly affect 
the citizens in a community. Nurses can be instrumen- 
tal in improving the community systems. Identifying 
health needs and bringing these to the attention of com- 
munity planners, offering screening programs, serving 
on health-related committees and advisory boards, 
and lobbying political leaders can bring about posi- 
tive change in a community. Nurses have also become 
politically active by running for elected offices at local, 
state, and national levels. They can energetically support 
political candidates who have sound environmental 
platforms. More information about political activism in 
nursing is provided in Chapter 15. 

From a broad perspective, environment also includes 
the nation and the world. A seemingly isolated incident 
such as an earthquake in Nepal or an outbreak of Ebola 
in West Africa can have worldwide health repercussions. 
Nurses can contribute to a healthier world environment 
by supporting, promoting, and, when possible, partici- 
pating in humanitarian responses to national and inter- 
national disasters. 


Nurses’ Potential Impact on the Environment/ 
Suprasystem 

Individual nurses, in the interest of ecological health, 
can engage in a variety of environmentally sound prac- 
tices in their personal lives and encourage others to do 
the same. Most of these simply require paying attention 
to some of your regular habits—turning off unused 
lights and computers, recycling household trash and 
hazardous materials such as batteries and paint, avoid- 
ing insecticides and unnecessary use of pest-control 
chemicals, staying abreast of product and toy recalls, 
buying energy-efficient appliances and automobiles, 
carpooling, walking or biking when possible, and using 
public transportation. Furthermore, nurses need to pay 
attention to the environmental impact of corporations 
and avoid buying from or investing in companies that 
engage in environmentally unsound practices. 


Because nurses are interested in the health of the 
public, they should look for ways to organize their work- 
places to contribute to a healthier environment. Health 
care facilities are among the largest producers of waste 
in the nation. Even as nurses work to promote health, 
that very work creates all types of pollution, including 
biohazardous waste, which ultimately adversely affects 
health. The World Health Organization now sponsors 
a series of 25 online training modules covering a wide 
variety of issues related to health care waste, including 
definitions, sources and characteristics of health care 
waste, impact of this waste, occupational health and 
safety, and many others (WHO, 2018). 

A decade ago, hospitals were a major source of mer- 
cury pollution, and in fact two of the WHO health 
waste modules (no. 19 and no. 20) address the issue 
of mercury. This highly toxic substance, once used in 
thermometers, blood pressure measuring devices, and 
other medical devices, ultimately flowed into the envi- 
ronment, where it contaminated water. Through the 
oceans’ food chain, mercury in contaminated water 
becomes concentrated in the bodies of predator fish 
such as tuna and swordfish, which are eventually con- 
sumed by humans. Even in small doses, mercury poses 
serious health risks to pregnant women and young chil- 
dren. Nurses were instrumental in encouraging their 
employers to avoid purchasing and using mercury- 
containing devices and to dispose of them properly 
when they are discarded. Health Care Without Harm 
is an organization with the mission to reduce hazard- 
ous waste, specifically mercury, produced from health 
care facilities. This organization encourages nurses to 
become “environmental health activists.” You can learn 
more about Health Care Without Harm at its website: 
www.noharm.org. 
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In other efforts to reduce environmental pollution, 
some health care facilities have established committees, 
sometimes called green teams, dedicated to identify- 
ing and recommending environmentally sound prod- 
ucts and procedures. Nurses can volunteer to serve on 
these committees or to start one. They can recommend 
recycling, using compact fluorescent light bulbs, using 
certified organic foods, reusing or repurposing prod- 
ucts safely, and using fewer disposable products and 
fewer products with wasteful packaging. They can edu- 
cate themselves about reducing carbon emissions and 
advocate for sustainable policies in their workplaces. 
You can join the movement of nurses and other health 
care workers to prevent environmental disease. Health 
Care Without Harm describes their work as to “trans- 
form health care worldwide so that it reduces its envi- 
ronmental footprint, becomes a community anchor for 
sustainability and a leader in the global movement for 
environmental health and justice” (Health Care Without 
Harm, 2018). Refer to their website (https://noharm- 
uscanada.org/) to learn how the organization is addressing 
this important mission and how you can help. 


HEALTH: A CONTINUUM 


Health is the third major concept fundamental to the 
practice of professional nursing. Health is best viewed as 
a continuum rather than as an absolute state. Each indi- 
vidual’s health status varies from day to day depending 
on a variety of factors, such as rest, nutrition, and stress- 
ors; similarly, illness is not an absolute state. People can 
have chronic illnesses such as diabetes or seizure disor- 
ders and still work; take part in recreational activities; 
and maintain acceptably healthy, meaningful lives. Fig. 
8.4 depicts the illness-wellness continuum. 
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Fig. 8.4 The illness-wellness continuum—a holistic health model. (Copyright 2004 John W. Travis, MD.) 
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Defining Health 


Health “is as hard to define as love or happiness, and 
even harder to trap and keep” (Zuger, 2008), yet many 
individuals and organizations have made attempts to 
define health. More than a half-century ago, WHO 
defined health as “a state of complete physical, mental, 
and social well-being and not merely the absence of dis- 
ease or infirmity” (WHO, 1947, p. 29). This definition 
was the first official recognition of health as multidi- 
mensional. The WHO definition presented a holistic 
view of health that reflected the interplay among the 
psychological, social, spiritual, and physical aspects of 
human life. 

A holistic view of health focuses on the interrela- 
tionship of all the parts that make up a whole person. 
Jan Christian Smuts (1926) first introduced the concept 
of holism in modern Western thought by emphasizing 
the harmony between people and nature. When health 
is considered holistically, individual health practices 
must be taken into account. Health practices are cul- 
turally determined and include nutritional habits, type 
and amount of exercise and rest, how one copes with 
stress, quality of interpersonal relationships, expres- 
sion of spirituality, and numerous other lifestyle fac- 
tors. As a profession, nurses embrace a holistic view 
of health. 

Parsons (1959) defined health as an individual's opti- 
mum ability to perform his or her roles and tasks effec- 
tively. This definition focused on the roles individuals 
assume in life and the impact health or illness has on 
the fulfillment of those roles. A few examples of roles 
that are familiar may include the student role, the parent 
role, the provider role, and the friend role. One’s health 
influences how well and the extent to which people 
carry out their roles in life. 

Health has been described as the opposite of ill- 
ness (Dunn, 1959). In his classic text High-Level Well- 
ness, Dunn (1961) described health as a continuum 
with high-level wellness at one end and death at the 
other. He described high-level wellness as functioning 
at maximum potential in an integrated way within the 
environment. An example of maximizing the potential 
for health under extreme conditions occurred in Chile, 
where miners were trapped deep in a collapsed mine 
for 70 days from August to October 2010. Believed to 
be dead for 17 days, the men were discovered alive by 
rescuers with a narrow-bore hole, which became the 
way that food, water, letters from families, Bibles, and 


other materials were delivered. Under horribly hot and 
dark conditions, these men supported each other, got 
exercise, and kept to a routine for more than 2 months 
as a rescue operation was implemented. The world cel- 
ebrated as, one by one, they were brought to the sur- 
face, surprisingly vigorous and in good health. Only 
one miner, the oldest and who also had silicosis (lung 
fibrosis from inhaling silica dust), needed oxygen as he 
emerged. After short hospitalizations for observation, 
all the men returned to their families. Using Dunn's defi- 
nition, and considering the environment in which these 
men were confined, they may have attained high-level 
wellness. 

Pender and colleagues (2006) described health pro- 
motion as “approach behavior, whereas prevention is 
“avoidance behavior” (p. 5). This may be a useful con- 
cept for nurses to keep in mind when seeking to help 
patients expand their positive potential for health. 


A National Health Initiative: Healthy People 
Healthy People is a remarkable national initiative to 
improve the health of the nation. National objectives 
are introduced every 10 years, providing the agenda for 
improving the health of Americans. The Healthy People 
initiative was an unprecedented cooperative effort that 
grew out of the 1979 U.S. Surgeon General's report on 
health promotion and disease prevention titled Healthy 
People. That report laid the foundation for a national 
prevention agenda. Federal, state, and territorial gov- 
ernments, as well as hundreds of private, public, and 
not-for-profit organizations and concerned individuals, 
worked together for the first time ever. These partner- 
ships resulted in Healthy People 2000, an effort designed 
to stimulate a national disease prevention and health 
promotion agenda to improve significantly the health of 
all Americans in the last decade of the 20th century. On 
September 6, 1990, former U.S. Secretary of Health and 
Human Services Louis W. Sullivan released a report to 
the United States titled Healthy People 2000. He reported 
that progress on priority areas was mixed, but enough 
success was achieved to continue the project. 

The third phase of the project, Healthy People 2020, 
was launched in December 2010. It was developed by the 
Healthy People Consortium, a huge alliance of national 
membership organizations and state health, mental 
health, substance abuse, and environmental agencies. 
Healthy People 2020 addresses a set of forty-two topic 
areas that are significant to the health of the public. 


Each topic area is assigned to one or more government 
agencies, which are responsible for developing, mon- 
itoring, and periodically reporting on progress toward 
objectives. The initiative has partners from all sec- 
tors (U.S. Department of Health and Human Services: 
Healthy People 2020, 2018). Healthy People 2030 is cur- 
rently being developed (U.S. Department of Health and 
Human Services: Planning for Healthy People 2030). 

Healthy People offers a simple but powerful idea: pro- 
vide health objectives in a format that enables diverse 
groups to combine their efforts and work as a team. It 
is a road map to better health for all and can be used by 
many different people, states, communities, professional 
organizations, and groups to improve health. Partners 
across groups are encouraged to integrate Healthy Peo- 
ple objectives into their programs, special events, pub- 
lications, and meetings. When federal, state, and local 
health entities combine their efforts, improvements in 
the health of citizens can be made. However, convinc- 
ing individual Americans to change their lifestyles, even 
when doing so would result in improved health, remains 
a challenge. Changing health beliefs and health behav- 
iors is a slow process. You can learn more about Healthy 
People 2020 and Healthy People 2030 online at https:// 
www.healthypeople.gov/. 

Another effort to improve health, the Institute for 
Alternative Futures, founded in 1977, has created the 
Public Health 2030 project and published a report in 
2014 with recommendations for making sure that public 
health agencies continue to fulfill their mission to pro- 
tect the health of the public. Challenges to public health 
include chronic disease and obesity, climate change, 
and cuts in spending at the state and federal levels. This 
report notes that 70% of the variance in individuals 
health is explained by socioeconomic and environmen- 
tal determinants, whereas only 15% to 20% of longevity 
can be attributed to clinical care. This report makes a 
compelling case for addressing other determinants of 
health than simply access to health care (Institute for 
Alternative Futures, 2014). 


Health Beliefs and Health Behaviors 


Health is affected by health beliefs and health behaviors. 
Health behaviors include those choices and habitual 
actions that promote or diminish health, such as eating 
habits, frequency of exercise, use of tobacco products 
and alcohol, sexual practices, and adequacy of rest and 
sleep (Fig. 8.5). Much is known about health-promoting 
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Fig. 8.5 People of all ages are recognizing the benefits of reg- 
ular exercise. (Photo used with permission from iStockphoto.) 


behaviors, and this information has been available to the 
public for many years. Yet people do not easily change 
behaviors even when they know they should. Several 
theories help explain why people change their health 
behaviors—or why they do not. 


Health Beliefs Model 


Rosenstock (1966, 1990) was one of the first scholars 
interested in determining why some people change 
their health behaviors whereas others do not. For exam- 
ple, when the surgeon general’s report on smoking first 
came out in 1960, some people immediately quit smok- 
ing. Over the years, evidence condemning smoking has 
accumulated and been widely communicated, yet many 
intelligent people still smoke. Rosenstock wondered 
why. He formulated a model of health beliefs that illus- 
trates how people behave in relationship to health main- 
tenance activities and has worked to refine it for three 
decades. Rosenstock’s health beliefs model included 
three components: 
1. An evaluation of one’s vulnerability to a condition 
and the seriousness of that condition 
2. An evaluation of how effective the health mainte- 
nance behavior might be 
3. The presence of a trigger event that precipitates the 
health maintenance behavior 
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Using Rosenstock’s health beliefs model, smok- 
ers choose to participate in a stop-smoking program 
depending on their perception of smoking-related heart 
disease and their personal susceptibility to it. If, because 
of family history, they believe that they are susceptible to 
heart disease and that it may cause premature death, and 
if they believe that not smoking will substantially reduce 
that risk, they are likely to participate in the program. 
If, however, the stop-smoking program is at an inconve- 
nient location, scheduled at an inconvenient time, or not 
affordable, they are less likely to participate. If a sibling 
who also smokes has a massive heart attack, they may be 
motivated to attend the stop-smoking program despite 
the inconvenience and cost. The illness of their sibling 
is what Rosenstock called a cue to action, or a trigger 
event. A trigger event propels a previously unmotivated 
individual into changing health behaviors. 


Self-Efficacy and Health-Related Behaviors 


Albert Bandura (1997), a cognitive psychologist, devel- 
oped an approach designed to assist people to exercise 
influence over their own health-related behaviors. He 
observed that whether people considered altering detri- 
mental health habits depended on their belief in them- 
selves as having the ability to modify their own behavior. 
He labeled this belief “perceived self-efficacy.” High 
belief in one’s self-efficacy leads to efforts to change, 
whereas low perceived self-efficacy leads to a fatalistic 
lack of change. 

Bandura identified four components needed for an 
effective program of lifestyle change: information, skill 
development, skill enhancement through guided prac- 
tice and feedback, and creating social supports for change 
(Bandura, 1992). Using Bandura’s model, a man wishing 
to stop smoking needs knowledge of the potential dan- 
gers of smoking; guidance on how to translate concern 
into action; extensive practice and opportunities to per- 
fect new, nonsmoking skills; and strong involvement in 
a social network supportive of nonsmoking. 


Locus of Control and Health-Related Behaviors 

The locus of control concept proposed that people tend 
to be influenced by either an internal or external view of 
control. People who believe that their health is internally 
controlled—that is, by what they themselves do—are said 
to have an internal locus of control. Those who believe 
their health is determined by outside factors or chance 
are said to have an external locus of control. A number of 


studies have hypothesized that internally controlled peo- 
ple tend to see themselves as responsible for their own 
health status and are therefore more amenable to change. 
Research findings have been inconsistent, however. 


Nurses and Health Beliefs Models 


Many other models of health beliefs and health behav- 
iors exist, ranging from simple to complex. Identifying 
the key to motivating people to improve their health 
choices and behaviors remains a mystery. No single the- 
ory of behavior has yet fully explained the way people 
make decisions about their own health, nor is a single 
theory likely to. However, nurses should recognize the 
following: 

¢ Health is relative, constantly changing, and affected 
by genetics, environment, behaviors, personal beliefs, 
and cultural beliefs. 

¢ Health affects the entire person—physically, socially, 
psychologically, and spiritually. 

¢ Individuals’ health beliefs are powerful and influence 
how they respond to efforts to change their health 
behaviors. 

* Individuals needing or desiring change may lack 
knowledge, motivation, sense of self-efficacy, and 
support to implement change. 

* Increased knowledge does not always help change 
health behavior, which may persist in spite of 
increased knowledge. 

¢ Various models of health beliefs can be used to assess 
individual, family, and group readiness to change. 

¢ Change is often incremental and usually very slow. 
Multiple interventions may be necessary to bring 
about behavior change, and even then only modest 
changes may result. 

¢ Patients, health care providers, and population- 
focused entities such as public health programs 
mutually share the burden of action. 


“Dr. Google” and the Influence of the Internet 


In early 2012 the Canadian newspaper Edmonton Jour- 
nal ran a headline that read: “Dr. Google not always best 
source, Edmonton parents advised” (Withey, 2012). This 
newspaper feature described the challenges of sorting 
through the numerous studies and health information 
“floating around” on the Internet. One mother cited in 
this article bemoaned the amount of health information 
and opinions available online, describing it as “crip- 


pling,” 


In 2017 more than 4.1 billion people—54.4% of the 
world’s population—were Internet users; in the United 
States alone, 345 million people were Internet users— 
more than 95% of the population (Internet World Stats, 
2018). Virtually every aspect of life has a presence on 
the Internet. People shop; make travel and restaurant 
reservations; and check out and download music, mov- 
ies, and books. Social media dominates the Internet to 
the extent that “friend” and, occasionally, “unfriend” are 
commonly understood as verbs. In addition, the venera- 
ble Oxford Dictionary has added words such as “listicle,” 
“hyper-connected, “binge-watch” and “tech-savvy” 
that reflect the language that has sprung up around dig- 
ital technology and viewing habits (OxfordDictionaries 
.com, 2018). 

With tens of thousands of health information web- 
sites and social media platforms where individuals post 
their own health experiences and opinions with just a 
few clicks, Americans have access to more information 
than has ever before been available to consumers. With 
this additional information, patients are demanding to 
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be equal partners in making health care decisions once 
decided only by the professionals they consulted. Health 
care providers encounter patients every day who come 
to appointments with printed results of online research 
and advice or with links or apps on smartphones, and 
which include widely divergent information that can 
be hard for patients to decipher. Some of it is excellent; 
some is, at best, worthless; some is reckless; and some is 
dangerous. 

“Cyberchondria” is a new word that some use to refer 
to the propensity of certain people to believe that they 
suffer from a variety of diseases they read about on the 
Internet, a form of hypochondria. Cyberchondria liter- 
ally means “online concern about health” and may not 
necessarily be a negative phenomenon if the use of the 
Internet does not result in an escalation of anxiety or 
stress. Box 8.2 contains some information to improve 
the likelihood of obtaining valid health information 
from online sources. 

Nurses can help their patients determine which 
sites are useful and provide sound information and 


BOX 8.2 Assessing Health-Related Sites on the Internet 


Determine who sponsors the site. This should be dis- 
closed on the site itself. 

Be skeptical. Evaluate the source to determine whether 
here is self-interest on the part of the sponsor. Exam- 
ple: a drug company promoting one of its products. 
Make sure the author's name is clearly indicated, 
including credentials. Is the author qualified on this 
opic? For whom does the author work? 

What is the purpose of the site—to inform or to sell 
something? This is a very important distinction to 
make. 

Does the site include a date and information about its 
last revision? 

Is there editorial review of the content by a reputable 
authority or professional peers? 

Does the material consist of scientific information 
rather than testimonials? 

Determine who operates the website. University, gov- 
ernment, and reputable medical organization sites may 
be more objective and less commercial than those run 
by companies or individuals trying to make a profit. 

Is the information unbiased, and are you referred to 
other sources that can validate it? 


For chat rooms and message boards, go online and 
“lurk” before getting involved. Monitor conversations 
and read posts before deciding whether you want to 
participate. 

Determine whether the group has a moderator who 
controls those who monopolize the site or make com- 
mercial pitches. A moderated board will usually moni- 
tor inappropriate behavior and offensive language. 

For interactive sites, be sure to read and understand 
the privacy policy. 

Until you are confident about the quality of information, 
cross-check it with print and electronic sources, and 
discuss it with your health care provider. 

Use the U.S. Department of Health and Human Ser- 
vices’ Healthfinder site to find online support groups 
(www.healthfinder.gov). Note that the .gov indicates a 
site operated by the government. Its content is typi- 
cally of high quality. 

Be highly suspicious of reports of “miracle” cures. 
Rumors and unsupported claims are rampant on the 
Internet and can cause tremendous harm. Remember 
that a claim that is too good to be true usually is. 


Adapted from Chase M: Health journal: a guide for patients who turn to the Web for solace and support, Wall Street Journal, Sept. 
17, 1999, p. B1; Beyea SC: Evaluating evidence found on the Internet, AORN J 72 (5):906-910, 2000; and Ahmann E: Supporting 
families’ savvy use of the Internet for health research, Pediatr Nurs 26 (4):419-423, 2000. 
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safe advice. Sharing legitimate websites and guide- 
lines for assessing the quality of information is a way 
to help patients become better consumers of online 
health data. This means that nurses themselves must be 
knowledgeable and stay up-to-date on both helpful and 
unhelpful websites specific to their practice setting and 
patient population. Nurses also should be supportive 
of patients when they question traditional advice, cit- 
ing the Internet as their source. This means that they 
have an interest in their health and are asserting their 
autonomy in managing at least some aspects of their 
own care. These conversations are opportunities to cor- 
rect misinformation, if needed, and you may even learn 
something yourself. Visit Evolve for WebLinks related 
to the content of this chapter (http://evolve.elsevier. 
com/Black/professional). 


Devising a Personal Plan for High-Level Wellness 


Each individual nurse has a personal definition of 
health, certain health beliefs, and individual health 
behaviors. How nurses view health behaviors in their 
own lives affects nursing practice, both directly and 
indirectly. The personal health practices of nurses play 
a direct role in their effectiveness in counseling patients 
on health-related matters. Patients are more likely to 
adopt health-related behaviors such as exercising regu- 
larly and maintaining a healthy weight when the care- 
giver promoting these behaviors also engages in them. 
Yet nurses’ own health behaviors are far from exemplary. 
In fact, in 2008 one study reported that in a sample of 
760 nurses across six regions in the United States, 54% 
self-reported as being overweight or obese, and 76% do 
not talk about weight management with their patients 
(Miller et al., 2008). 

Nurses have a professional responsibility to model 
positive health behaviors in their own lives and, 
like everyone, have a personal responsibility to take 
care of their health to the best of their ability. The 


BOX 8.3 Self-Assessment: Developing a 
Personal Plan for High-Level Wellness 


Nurses’ personal health behaviors send a powerful 
message to consumers of nursing care. Are you in a 
position to demonstrate that you practice what you 
preach? By answering the following questions, you can 
assess how well you are meeting your responsibilities 
in this area of nursing. 


ile 


We 


| weigh no more than 10 pounds over or under my 
ideal weight. 
TF 


. | eat a balanced diet, including breakfast, each day. 


TF 


. Of the total calories in my diet, less than 30% come 


from fat. 
TE 


. | exercise aerobically at least three times each 


week. 
TF 


. | get at least 7 hours of sleep each night. 


TF 


. | do not smoke or use any other form of tobacco. 


TF 


. | use alcohol in moderation (or not at all) and take 


mood-altering medication only when prescribed by 
my physician. 
TE 


. | identify and control the sources of stress in my 


life. 
TF 


. | have a balanced lifestyle, with work and diversion- 


al activities both playing important roles. 
TE 


. | have friends, neighbors, and/or family members 


who are sources of social support for me. 
TE 

| practice responsible sex. 

TE 


Directions for scoring: \f you could not honestly an- 
swer “True” to all 11 questions, you need to set goals 
to enable you to do so. 


American Nurses Association (ANA) has a Healthy 
Nurse, Healthy Nation Grand Challenge (https://ww- 
w.nursing world.org/practice-policy/work-environ- 
ment/health-safety/healthy-nurse-healthy-nation/) 
that encourages nurses to identify and act on per- 
sonal and workplace health risks (ANA, 2018). Being 
or becoming a healthy role model may require some 
effort. If you are not the positive role model for health 
that you would like to be, Box 8.3 can help you get 
started. 


1.On a piece of paper, begin your personal plan for 
high-level wellness. Write down at least two things 
you can do to address each “False” answer you gave 
to the self-assessment questions. 

. Share your health goals with one other person in your 
class. Make a contract with that person to serve as 
your “health coach.” 

. Review your progress with your health coach at least 
once a week for the remainder of the term. 

. Begin your quest for high-level wellness today! 


NURSING: FORMING THE 
MEANINGFUL WHOLE 


Nursing integrates concepts from person, environment, 
and health to form a meaningful whole. See Fig. 8.1 for 
a depiction of the relationships among nursing’s major 
concepts and how they overlap. This overlap creates 
nursing’s sphere of interest and influence. This is termed 
the holistic approach to nursing. 


Holistic Nursing 

Holistic nursing care nourishes the whole person—that 

is, the body, mind, and spirit. Not surprisingly, the root 

for nurse and nurture is the same Latin word, nutrire, 

which means “to nourish.’ Eight factors contribute to a 

holistic approach to nursing: 

1. Nursing is an example of an open system that freely 
interacts with, influences, and is influenced by exter- 
nal and internal forces. 

2. Nursing is the provision of health care services that 
focuses on assisting people in maintaining health, 
avoiding or minimizing disease and disability, restor- 
ing wellness, or achieving a peaceful death. 

3. Nursing involves collaborating with patients and 
their families to help them cope with and adapt to 
situations of disequilibrium in an effort to regain 
homeostasis. 

4. Nursing is integrally involved with people at points 
along the health-illness continuum. 

5. Nursing care is provided regardless of diagnosis, 
individual differences, age, beliefs, gender, sexual 
orientation, or other factors. As a profession, nursing 
supports the value, dignity, and uniqueness of every 
person and takes his or her culture and belief system 
into consideration. 

6. Nurses require advanced knowledge and skills; they 
also must care about their patients. 

7. Nursing requires concern, compassion, respect, and 
warmth, as well as comprehensive, individualized 
planning of care, to facilitate patients’ growth toward 
wellness. 

8. Nursing links theory and research in an effort to 
answer difficult questions generated during nursing 
practice. 

With an understanding of nursing’s major concepts 
as a backdrop, it is important to examine the relation- 
ship of nurses’ attitudes, beliefs, values, and philosophies 
to the way they practice. It is also useful for readers to 


CHAPTER 8 Conceptual and Philosophical Foundations of Professional Nursing 


explore philosophies of nursing developed by individu- 
als, by divisions of nursing in hospitals, and by schools 
of nursing; and for readers to begin to develop their own 
philosophies of nursing. 


BELIEFS: GUIDING NURSING BEHAVIORS 


Certain beliefs have evolved during the development of 
professional nursing. Specific statements of beliefs have 
been published for more than half a century. The most 
recent code was generated by the members of the ANA 
and published in the Code of Ethics for Nurses with Inter- 
pretive Statements (ANA, 2015). Statements such as the 
Code exist to affirm the beliefs of the profession and to 
guide the practice of nursing. 

A belief represents the intellectual acceptance 
of something as true or correct. Beliefs can also be 
described as convictions. Groupings of beliefs form 
codes and creeds. Beliefs are opinions that may be, in 
reality, true or false. They are based on attitudes that 
have been acquired and verified by experience. Beliefs 
are generally transmitted from generation to generation, 
are stable, and are resistant to change. 

Beliefs are organized into belief systems that serve to 
guide thinking and decision making. Individuals are not 
necessarily aware of how their beliefs interrelate or how 
their beliefs affect their behavior. 

Although all people have beliefs, relatively few have 
spent much time examining their beliefs. In nursing, 
it is important to know and understand one’s beliefs, 
because the practice of nursing often challenges a nurse's 
beliefs. Although this conflict may create temporary dis- 
comfort, it is ultimately good because it forces nurses 
to consider their beliefs carefully. They have to answer 
the question: “Is this something I really believe, or have 
I accepted it because some influential person [such as 
a parent or teacher] said it?” Reproductive choice and 
abortion, advance directives, the right to die, the right 
to refuse treatment, and similar issues confront all 
members of contemporary society. Professional nurses 
must develop and refine their beliefs about these and 
many other issues. This is often difficult to do, but the 
self-awareness that follows grappling with your beliefs 
helps you to identify when your own opinions may be 
influencing the way you view a patient's situation rather 
than accepting the patient’s point of view. 

Beliefs are exhibited through attitudes and behaviors. 
Simply observing how nurses relate to patients, their 
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Fig. 8.6 Professional nurses maintain a posture of acceptance 
and calm, even when patients appear to be angry or upset. 
This man may simply be very sad or anxious. (Photo used with 
permission from iStockphoto.) 


families, and nursing peers reveals something about 
those nurses’ beliefs. Every day nurses meet people 
whose beliefs are different from, or even diametrically 
opposed to, their own. Effective nurses recognize that 
they need to adopt nonjudgmental attitudes toward 
patients’ beliefs. A nurse with a nonjudgmental attitude 
makes every effort to convey neither approval nor dis- 
approval of patients’ beliefs and respects each person’s 
right to his or her beliefs (Fig. 8.6). 

An example of differences in beliefs that directly 
affect nursing is the position taken by some religious 
groups that all healing should be left to a divine power. 
For members of such groups, seeking medical treat- 
ment, even lifesaving measures such as blood transfu- 
sions, insulin for diabetes, or chemotherapy for cancer, 
is not condoned. From time to time, there have been 


news reports of parents who are charged with criminal 
acts because they did not take a sick child to a phy- 
sician. According to the advocacy group Children’s 
Healthcare Is a Legal Duty (CHILD), about 300 chil- 
dren have died in this country over the past 25 years 
after parents withheld medical care because of reli- 
gious beliefs (Johnson, 2009). After an 11-year-old girl 
died of untreated diabetic ketoacidosis in Wisconsin 
(Sataline, 2008), her parents were charged with reck- 
less endangerment despite their claim that the charges 
violated their constitutional right to religious free- 
dom. In October 2009, both parents were convicted of 
second-degree reckless homicide, sentenced to 10 
years of probation, and ordered to spend 30 days in jail 
in each of the first 6 years of probation (Fitzsimmons, 
2009). Currently a rancorous debate related to child- 
hood vaccinations has been featured in the media, with 
individuals on both sides of the issue having strong 
opinions and beliefs. Issues such as this have an impact 
on patients, families, health care providers, public 
health authorities, and the court system and often cre- 
ate a frenzy of media coverage. 

By virtue of the fact that you are becoming a nurse, 
you have some set of beliefs about the value of health 
care. Think about your beliefs about issues related to 
blood administration, vaccines, and/or parental deci- 
sions regarding seeking or avoiding health care institu- 
tions. What feelings might you have if assigned to work 
with a family whose beliefs differ from yours? Even in 
your imagination, you may be able to see how difficult it 
can be to maintain a nonjudgmental attitude toward the 
beliefs of patients. 


Three Categories of Beliefs 


People often use the words beliefs and values inter- 

changeably. Even experts disagree about whether they 

differ or are the same. Although they are related, beliefs 
and values are differentiated in this chapter and dis- 
cussed separately. 

Theorists studying belief systems have identified 
three main categories of beliefs: 

1. Descriptive or existential beliefs are those that can be 
shown to be true or false. An example of a descriptive 
belief is “The sun will come up tomorrow morning.” 

2. Evaluative beliefs are those in which there is a judg- 
ment about good or bad. The belief “Advanced life 
support for a 90-year-old is immoral” is an example 
of an evaluative belief. 


3. Prescriptive (encouraged) and proscriptive (pro- 
hibited) beliefs are those in which certain actions 
are judged to be desirable or undesirable. The belief 
“Every citizen of voting age should vote in every 
election” is a prescriptive belief, whereas the belief 
“People should not have sex outside of marriage” is 
a proscriptive belief. These two types of beliefs are 
closely related to values. 


VALUES 


Values are the freely chosen principles, ideals, or stan- 
dards held by an individual, class, or group that give 
meaning and direction to life. A value is an abstract 
representation of what is right, worthwhile, or desirable. 
Values define ideal modes of conduct and reflect what 
the individual or group endorses and tries to emulate. 
Values, like beliefs, are relatively stable and resistant to 
change. 

Although many people are unaware of it, values 
help them make small day-to-day choices, as well as 
important life decisions. Just as beliefs influence nurs- 
ing practice, values also influence how nurses practice 
their profession, often without their conscious aware- 
ness. Diann B. Uustal, EdD, RN, is a prominent contem- 
porary nurse who has written and spoken extensively 
about values and ethics. Dr. Uustal noted in her early 
work, “Everything we do, every decision we make and 
course of action we take is based on our consciously 
and unconsciously chosen beliefs, attitudes and values” 
(Uustal, 1985, p. 100). Uustal also asserted, “Nursing is 
a behavioral manifestation of the nurse's value system. It 
is not merely a career, a job, an assignment; it is a min- 
istry” (Uustal, 1993, p. 10). She wrote that nurses must 
give “caring attentiveness and presence” to their patients 
and that to do otherwise “is equivalent to psychological 
and spiritual abandonment” (Uustal, 1993, p. 10). Nota- 
bly, Dr. Uustal has survived two severe accidents that 
left her in pain every day; however, she is now a triath- 
lon coach and world record setter in swimming for her 
age group. She is also the 2013 winner of the Growing 
Bolder Inspiration Award (Growing Bolder: Rebranding 
Aging, 2018). 


Nature of Human Values 


Values evolve as people mature. An individual’s val- 
ues today are undoubtedly different from those of 10, 
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or even 5, years ago. Rokeach (1973, p. 3) made several 

assertions about the nature of human values: 

1. Each person has a relatively small number of values. 

2. All human beings, regardless of location or culture, 
possess basically the same values to differing degrees. 

3. People organize their values into value systems. 

4. People develop values in response to culture, society, 
and even individual personality traits. 

5. Most observable human behaviors are manifestations 
or consequences of human values. 

Values influence behavior; people with unclear val- 
ues may lack direction, persistence, and decision-making 
skills. Professional nurses must have clear values because 
the work of nursing requires direction, persistence, and 
excellent decision-making skills. A number of profes- 
sional nursing values are listed in Box 8.4. 


Process of Valuing 


Valuing is the process by which values are determined. 
There are three identified steps in the process of valuing: 
choosing, prizing, and acting. 

1. Choosing is the cognitive (intellectual) aspect of valu- 
ing. Ideally, people choose their values freely from 
all alternatives after considering the possible conse- 
quences of their choices. 

2. Prizing is the affective (emotional) aspect of valuing. 
People usually feel good about their values and cher- 
ish the choices they make. 

3. Acting is the kinesthetic (behavioral) aspect of valu- 
ing. When people affirm their values publicly by act- 
ing on their choices, they make their values part of 
their behavior. A real value is acted on consistently in 
behavior. 

All three steps must be taken, or the process of 
valuing is incomplete (Uustal, 2009). For example, 
a professional nurse might believe that learning is a 
lifelong process and that nurses have an obligation 
to keep up with new developments in the profession. 
This nurse would choose to take continuing educa- 
tion beyond the minimum required for relicensure 
and appreciate the consequences of the choice. He 
or she might even publicly affirm this choice and 
feel good about it. If the nurse follows through con- 
sistently with behaviors such as reading journals, 
attending conferences, and seeking out other learning 
opportunities, continuing to learn can be seen as a 
true value in his or her life. 
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BOX 8.4 Professional Nursing Values 


Accountability and responsibility for own actions 
Altruism 

Balancing cure and care 

Benevolence 

Caring as a foundation for relationships 
Collaborative multidisciplinary practice 
Compassion 

Competence 

Concern 

Continuous improvement of service 
Cooperative work relationships 
Courage 

Dependability 

Empathy 

Ethical conduct 

Flexibility 

Focus on patient-defined quality of life 
Health promotion 

Holistic, person-centered care 
Honesty and authenticity in communication 
Humaneness 

Humility 

Illness prevention 

Individualized patient care 
Integrity—personal and professional 
Involvement with families 

Kindness 


Courtesy Diann B. Uustal, personal communication, 2006. 


Values Clarification 

Nurses, as well as people in other helping professions, 
need to understand their values. This is the first step 
in self-awareness, which is important in maintaining a 
nonjudgmental approach to patients. 

Considering your reactions to the following state- 
ments can help in beginning to identify some nursing 
values you hold: 

1. Patients should always be told the truth about their 
diagnoses. 

2. Nurses, if asked, should assist terminally ill patients 
to die. 

3. Severely impaired infants should be kept alive, 
regardless of their future quality of life. 

4. Nurses should never accept gifts from patients. 

5. A college professor should receive a heart transplant 
before a homeless person does. 


Knowledge 

Listening attentively 

Nonjudgmental attitude 

Objectivity 

Openness to learning 

Partnerships with patients 

Patient advocacy 

Patient education 

Presence (being fully present) 

Promotion of health 

Promotion of patient self-determination and patient 
preferences 

Providing care regardless of patient's ability to pay 
Quality care—physical, emotional, spiritual, social, 
intellectual 

Reliability 

Respect for each person's dignity and worth 
Responsibility 

Responsiveness 

Sensitivity 

Sharing decision making 

Sharing self through nursing interventions 
Stewardship; responsible use of resources 
Subordination of self-interest 

Support of fellow nurses 

Teamwork 

Trust in self, others, and the institution 


6. Nurses should be role models of healthy behavior. 

As you react both emotionally and intellectually to 
these statements, something about your personal and 
professional values is revealed. Determining where you 
stand on these and other nursing issues is an important 
step in clarifying your values. A variety of values clar- 
ification exercises have been developed to stimulate 
self-reflection and help people understand their values. 
Box 8.5 contains a values clarification exercise you may 
want to complete to assist you further in understanding 
the valuing process. 


Values Undergirding Nursing’s Social 

Policy Statement 

Professional groups, such as nursing, have a collec- 
tive identity that is fostered by professional organiza- 
tions. The ANA sets forth the values that undergird the 
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BOX 8.5 Clarifying Your Values 


Once you have identified a value, it is important to assess 2. What “price” will | pay for my position? 

its significance to you and to clarify your willingness to act 3. Is this value worth the “price” | might pay? 

on the value. The following clarifying questions are orga- 

nized based on the steps of the valuing process and can Complement to Other Values 

help you answer questions about what you value. First, 1. Does this value “fit” with my other values, and is it 


identify a value (or values) that is (are) important to you. consistent with them? 
Write your value(s) below: 2. Am | sure this value does not conflict with other values 
| deem important to me? 


Prize and Cherish 

1. Am | proud of my position and value? Is this something 
| feel good about? 

2. How important is this value to me? 

3. If this were not one of my values, how different would 
my life be? 


Next, use the questions below to assess the importance of 
a belief or attitude and to determine whether it is a value. Re- 
phrase the questions to suit your own style of conversation. 


Public Affirmation 


Choosing Freel 
. v willing to speak out for this value? 


1.Am | sure | have thought about this value and chosen 
to believe it myself? 
2. Who first taught me this value? 


Bi How co ienowibami nant? willing to put this value into action? 


act on this value? When? How consistently? 
. 1s this a value that can guide me in other situations? 
. Would | want others who are important to me to follow 
this value? 
. Do | think | will always believe this? How committed to 
this value am |? 
. Am | willing to do anything about this value? 
Choosing After Considering the Consequences - How do | know this value is “right”? Are my values 
1. What consequences do | think might occur as a result ethical? 
of my holding this value? 


Choosing Among Alternatives 

1. What other alternatives are possible? 

2.Which alternative has the most appeal for me and 
why? 

3. Have | thought much about this value/alternative? 


From Uustal DB: Clinical ethics and values: issues and insights in a changing healthcare environment, East Greenwich, RI, 1993, 
Educational Resources in Healthcare. Reprinted with permission. 


profession through the document Nursing’s Social Policy | * The interaction between the nurse and patient occurs 


Statement: The Essence of the Profession, last revised in within the context of the values and beliefs of the 
2010 (ANA, 2010). This document is published from patient and the nurse. 
time to time and is designed to serve as a resource for = * Public policy and the health care delivery system 
nurses in various practice settings, in education, and in influence the health and well-being of society and 
research. It guides nursing practice and informs others, professional nursing. 
including the public, about nursing’s social responsibility. Chapter 7 contains more about values and their rela- 


The social policy statement sets forth several underlying —_ tionship to nursing practice. 
values and assumptions on which the statement is based: 


¢ Humans manifest an essential unity of mind, body, PHILOSOPHIES AND THEIR 


Feet RELATIONSHIP TO NURSING CARE 
¢ Human experience is contextually and culturalky,. ©§£ ==. 
defined. Philosophy is defined as the study of the principles 
¢ Health and illness are human experiences. The pres- underlying conduct, thought, and the nature of the 


ence of illness does not preclude health, nor does _—_ universe. A simple explanation of philosophy is that 
optimal health preclude illness. it entails a search for meaning in the universe. You 
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may have learned about philosophers such as Plato, 
Aristotle, Hypatia, Bacon, Kant, Hegel, Kierkegaard, 
Nietzsche, Descartes, Arendt, and others in general edu- 
cation courses. These philosophers were searching for 
the underlying principles of reality and truth. Nursing 
philosophies and theories often derive from or build on 
the concepts identified by these and other philosophers. 

Philosophy begins when someone contemplates, or 
wonders about, something. If a group of friends some- 
times sits and discusses the relationship between men 
and women and ponders the differences in men’s and 
women’s natures and approaches to life, one might say 
that they were developing a philosophy about male and 
female ways of being. It is important to remember that 
philosophy is not the exclusive domain of a few indi- 
viduals identified as “philosophers”; everyone has a per- 
sonal philosophy of life that is unique. 

People develop personal philosophies as they mature, 
usually without being aware of it. These philosophies 
serve as blueprints or guides and incorporate each 
individual’s value and belief systems. Nurses’ personal 
philosophies interact directly with their philosophies of 
nursing and influence professional behaviors. 


Branches of Philosophy 

Before examining professional philosophies, consider 

the discipline of philosophy itself. Philosophy has been 

divided into specific areas of study. This section reviews 
six branches: epistemology, logic, aesthetics, ethics, pol- 
itics, and metaphysics. 

1. Epistemology is the branch of philosophy dealing 
with the theory of knowledge itself. The epistemol- 
ogist attempts to answer such questions as “What 
can be known?” and “What constitutes knowledge?” 
Epistemology attempts to determine how we can 
know whether our beliefs about the world are true. 

2. Logic is the study of proper and improper methods 
of reasoning. In logic, the nature of reasoning itself 
is the subject. Logic attempts to answer the question, 
“What should our thinking methods be in order 
to reach true conclusions?” Chapter 11 presents a 
method of logical thinking that nurses use to plan 
and implement effective patient care, called the nurs- 
ing process. 

3. Aesthetics is the study of what is beautiful. It attempts 
to answer the question, “Why do we find things beau- 
tiful?” Painting, sculpture, music, dance, and litera- 
ture are all associated with beauty. Judgments about 
what is beautiful, however, differ from individual to 


individual and culture to culture. For example, East- 
ern music may be difficult to appreciate by Western 
listeners and vice versa. 

4. Ethics is the branch of philosophy that studies stan- 
dards of conduct. It attempts to answer the question, 
“What is the nature of good and evil?” Moral princi- 
ples and values make up a system of ethics. Behav- 
ior depends on moral principles and values. Ethics, 
therefore, underlies the standards of behavior that 
govern us as individuals and as nurses. Bioethics is 
a term describing the branch of ethics that deals with 
biologic issues. Bioethics and nursing ethics are com- 
plex areas of study that are explored in Chapter 7. 

5. Politics, in the context of a discussion of philos- 
ophy, means the area of philosophy that deals with 
the regulation and control of people living in society. 
Political philosophers study the conditions of society 
and suggest recommendations for improving these 
conditions. They work to answer the question, “What 
makes good governments?” 

6. Metaphysics is the consideration of the ultimate 
nature of existence, reality, human experience, and 
the universe. Metaphysicians believe that through 
contemplation we can come to a more complete 
understanding of reality than science alone can pro- 
vide. They ask the question “What is the meaning 
of life?” and explore the fundamental nature of all 
reality. 


Philosophies of Nursing 

Philosophies of nursing are statements of beliefs about 
nursing and expressions of values in nursing that are 
used as bases for thinking and acting. Most philosophies 
of nursing are built on a foundation of beliefs about peo- 
ple, environment, health, and nursing. Each of these 
four foundational concepts of nursing is discussed in 
some detail earlier in this chapter. 


Individual Philosophies 


If asked, most nurses could list their beliefs about nurs- 
ing, but it is doubtful that many have written a formal 
philosophy of nursing. They are influenced daily, how- 
ever, by their unwritten, informal philosophies. It is use- 
ful to go through the process of writing down one’s own 
professional philosophy and revising it from time to 
time. Comparing recent and earlier versions can reveal 
professional and personal growth over time. It is also 
helpful to read one’s philosophy of nursing from time 
to time to make sure daily behaviors are consistent with 


CHAPTER 8 Conceptual and Philosophical Foundations of Professional Nursing 


BOX 8.6 Developing Your Own Philosophy of Nursing 


This is an example of one nurse's philosophy of nursing. 
Read it carefully, and then use the following guide to de- 
velop your own philosophy. 

e | believe that the essence of nursing is caring about 
and caring for human beings who are unable to care for 
themselves. | believe that the central core of nursing 
is the nurse-patient relationship and that through that 
relationship | can make a difference in the lives of oth- 
ers at a time when they are most vulnerable. 

Human beings generally do the best they can. When 
they are uncooperative, critical, or otherwise unpleasant, 
it is usually because they are frightened; therefore | will 
remain pleasant and nondefensive and try to under- 
stand the patient's perception of the situation. | pledge 
to be trustworthy and an advocate for my patients. 

| realize that my cultural background affects how | 
deliver nursing care and that my patients’ cultural back- 
grounds affect how they receive my care. | try to learn 
as much as | can about each individual's cultural beliefs 
and preferences and individualize care accordingly. 

My vision for myself as a nurse is that | will provide 
the best care | can to all patients, regardless of their 
financial situation, social status, lifestyle choices, or 
spiritual beliefs. | will collaborate with my patients, their 
families, and my health care colleagues and work coop- 
eratively with them, valuing and respecting what each 
brings to the situation. 

| am individually accountable for the care | provide, for 
what | fail to do and to know. Therefore | pledge to 
remain a learner all my life and actively seek opportuni- 
ties to learn how to be a more effective nurse. 


deeply held beliefs. Box 8.6 contains one nurse's philos- 
ophy of nursing and contains a guide for you to develop 
your own philosophy. 


Collective Philosophies 

Although few individuals write down their nursing 
philosophies, it is common for hospitals and schools of 
nursing to express their collective beliefs about nurs- 
ing in written philosophies. In fact, both hospitals and 
schools of nursing are required by their accrediting 
bodies to develop statements of philosophy. Philosoph- 
ical statements should be relevant to the setting. They 
are intended to guide the practice of nurses employed 
in that setting. Examining some of these statements 
clarifies what constitutes a collective philosophy of 
nursing. 


e | will strive for a balance of personal and professional 
responsibilities. This means | will take care of myself 
physically, emotionally, socially, and spiritually so | can 
continue to be a productive caregiver. 


Use This Guide to Write Your Own Your Philosophy 
of Nursing 

Purpose: To write a beginning philosophy of nursing that re- 
flects the beliefs and values of 


[your name and date] 
| chose nursing as my profession because nursing is 


| believe that the core of nursing is 


| believe that the focus of nursing is 


My vision for myself as a nurse is that | will 


To live out my philosophy of nursing, every day | must 
remember this about: 
My patients: 


My patients’ families: 


My fellow health care professionals: 


My own health: 


Philosophy of nursing in a hospital setting or school 
of nursing. When considering applying for a professional 
nursing position in a hospital or health care agency, it is a 
good idea to ask for a copy of the philosophy of nursing of 
that institution or to find it online. Read it carefully, and 
make sure you accept the beliefs and values it contains, 
because they will influence nursing care in that setting. 

An important point about philosophies of nursing is 
that they are dynamic; they change over time. When a 
collective philosophy is written, it reflects the existing 
values and beliefs of the particular group of people who 
wrote it. When the group members change, the philos- 
ophy may also change. Therefore, once a collective phi- 
losophy is written, it should be “revisited” regularly and 
modified to reflect accurately the group’s current beliefs 
about nursing practice. 
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DEVELOPING A PERSONAL PHILOSOPHY 
OF NURSING 


Your philosophy of life, whether or not you can articu- 
late it, is the basis of your day-to-day behavior. It consists 
of the principles that underlie your thinking and con- 
duct. Developing a philosophy of nursing is not merely 
an academic exercise required by accrediting bodies. 


Having a written philosophy can help guide nurses in 
the daily decisions they must make in nursing practice. 

Writing a philosophy is not a complex, time-consum- 
ing task—it simply requires that you write down your 
beliefs and values about nursing, answering the ques- 
tions: “What is nursing?” and “Why do I practice nurs- 
ing the way I do?” Whether individual or collective, a 
philosophy should provide direction and promote effec- 
tiveness. 


e Concept: Knowledge of systems and human moti- 
vation can be used to understand nursing’s major 
concepts. Persons are unique open systems who are 
motivated by needs. 

Challenge: Maslow’s hierarchy of needs consists of 
five levels that range from basic physiologic needs, 
which are common to all people, to self-actual- 
ization, which is attained by few. This is a useful 
framework to understand human motivation. 

e Concept: Environment consists of all the circum- 
stances, influences, and conditions that affect an 
individual. The physical environment and family, 
cultural, social, and community systems all affect 
one’s health. 

Challenge: In addition to understanding the effects 
of the environment on an individual’s health, 
nurses recognize that health affects the way one 
interacts with his or her environment. 

e Concept: The Internet has become a significant 
source of health information, the quality of which 
varies widely. 

e Challenge: In a respectful way and with appreciation 
for patients’ desire to be involved in their own care, 


nurses need to help patients filter useful from poor 

information they gather from websites. 

e Concept: Nursing integrates person, environment, 
and health into a meaningful whole in an open sys- 
tem. 

¢ Challenge: This holistic integration of person, envi- 
ronment, and health does not explain patients’ health 
experiences but rather gives nurses a way of consid- 
ering the wide variety of factors that affect persons’ 
health at any one time. 

e Concept: Beliefs and values influence how nurses 
practice their profession and form the basis of one’s 
philosophy of nursing. 

Challenge: Identifying one’s beliefs and values will 
help shape one’s philosophy of nursing, which in 
turn shapes and guides practice. 

e Concept: As they develop and progress professionally, 
nurses are likely to change their views about patients, 
care, and nursing, and their values and beliefs may 
change. 

Challenge: Philosophies are not static; they are 
changed and adapted as nurses mature and 
become more experienced. 


1. Consider your own family system. What are the 
family equivalents of inputs, throughputs, subsys- 
tems, suprasystems, outputs, evaluation, and feed- 
back? Does your family tend to be an open or a 
closed system? 

2. Describe Maslow’s hierarchy of needs, and place 
yourself on the hierarchy today, on your first day of 
college, and when you were in middle school. Were 
you at a different level each time? Consider what 
factors—internal and external—may have been 


involved in your placement at each of these times. If 
possible, compare and discuss your findings with at 
least one other person. 

3. What are the factors that influence your personal 
health behaviors? Make a list of your health behav- 
iors, including those that promote health and those 
that do not. Think about the reasons you continue 
both healthy and less-than-healthy behaviors. Iden- 
tify factors that could influence you to make deci- 
sions that support good health. 


4. Select a chronic or acute illness or health condition, 
and do an online search. Examine websites gener- 
ated by your search, assessing them for accuracy and 
safety. What items on the site do you consider safe, 
and why? Why do you consider others as not safe? 

5. Conduct an assessment of your community in terms 
of one of the following factors that affect health: avail- 
ability of jobs, quality of public education, availability 
of health services, environmental hazards, and qual- 
ity of air and water. What is the effect of this factor on 
the health of the community’s citizens? What can you 
do to improve the health of your community? 

6. Find out what your state and community are doing 
to link their health objectives to those of the Healthy 
People initiatives. 

7. Name two of your health-related values. How did 
these become your values? Describe how you expect 
these values to influence your nursing practice. 
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LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Define philosophy, conceptual frameworks, theory, 
and middle-range theory. 

¢ Consider how selected nursing theoretical works 
guide the practice of nursing. 


Theory is a word often used in daily conversation, such 
as “I have a theory about that” or “In theory, this should 
work” The word theory in this context means the person 
has some idea about a phenomenon and the way this 
phenomenon works in the world. When people say, “I 
have a theory...” about a certain phenomenon or situa- 
tion, they are demonstrating something about their own 
distinct orientation or way of seeing the world. The word 
theory is derived from the Latin and Greek word for “a 
viewing” or “contemplating” 

Nursing as a profession has a distinct theoretical 
orientation to practice. This means that the practice 
of nursing is based on a specific body of knowledge 
built on theory. This body of knowledge shapes and is 
shaped by how nurses see the world. Parsons (1949) 
described theory as important because it makes a dis- 
tinction between what we know and what we need to 
know. The word theory has many definitions, but gen- 
erally it refers to a group of related concepts, definitions, 
and statements that describe a certain view of nursing 
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e Understand how nursing philosophy or theory 
shapes the curriculum in schools of nursing. 

¢ Delineate the role of nursing theory for different 
levels of nursing education. 

¢ Describe the function of nursing theory in research 
and practice. 


phenomena (observable occurrences) from which 
to describe, explain, or predict outcomes (Chinn and 
Kramer, 1998). Theories represent abstract ideas rather 
than concrete facts. New theories are always being gen- 
erated, although some theories are useful for many years. 
When new knowledge becomes available, theories that 
are no longer useful are modified or discarded. You will 
be reading about Sister Callista Roy’s adaptation model, 
one that has “stood the test of time” since the 1970s; its 
use expanded from its origins as a curriculum frame- 
work for bachelor of science in nursing (BSN) education 
to its current use as an organizing framework for nurses 
(Alligood, 2011). 

So why is theory important? First, nursing as a pro- 
fession is strengthened when nursing knowledge is built 
on sound theory. As seen in Chapter 3, one criterion for 
a profession is a distinct body of knowledge as the basis 
for practice. Nursing began its transition from a voca- 
tion to a profession and academic discipline in the 1950s 
(Bond et al., 2011). Nursing has knowledge distinct 
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from, although related to, other disciplines such as med- 
icine, social work, sociology, and physiology, among 
others. The development of nursing knowledge is the 
work of nurse researchers and scholars. The evolution of 
the profession of nursing depends on continued recog- 
nition of nursing as a scholarly academic discipline that 
contributes to society. In today’s research environment 
where theory is developed and tested, interdisciplinary 
collaboration is now considered a critical approach to 
the development of knowledge. Use of nursing theory 
in other disciplines is not yet common, however (March 
and McCormack, 2009). Even in our own discipline, 
unfortunately, nursing theory is underused in support- 
ing research. A recent study demonstrated that nursing 
theory was used infrequently in research published in 
nursing journals between 2002 and 2006: only 460 of 
2184 research articles (21%) published in seven top 
nursing research journals used nursing theory (Bond 
et al., 2011). 

Second, theory is a useful tool for reasoning, criti- 
cal thinking, and decision making (Alligood, 2018). The 
ultimate goal of nursing theory is to support excellence 
in practice. Nursing practice settings are complex, and a 
large amount of information (data) about each patient is 
available to nurses. Nurses must analyze this informa- 
tion to make sound clinical judgments and to generate 
effective interventions. From organization of patient 
data to the development and evaluation of interven- 
tions, theory provides a guide for nurses in developing 
effective care. Box 9.1 shows how theory guides nursing 
practice. 

Several words are used to describe abstract thoughts 
and their linkages. From the most to least abstract, these 
include metaparadigm, philosophy, conceptual model or 
framework, and theory. Metaparadigm refers to the most 
abstract aspect of the structure of nursing knowledge 
(March and McCormack, 2009). The metaparadigm of 
nursing consists of the major concepts of the discipline— 
person, environment, health, and nursing—discussed in 
Chapter 8 and will be addressed again in Chapter 11. In 
the past two decades, caring has been added as a major 
concept of the discipline central to nursing knowledge 
development and practice. Simply stated, these five 
concepts comprise the metaparadigm of nursing; that 
is, these are the concepts (abstract notions or ideas) 
of most importance to nursing practice and research. 
Nursing philosophies, models, and theories contain 
most or all of these concepts. 


BOX 9.1 Nursing Theory and the 
Professional Nurse 


Theory guides the professional nurse in: 
1. Making sound clinical judgments based on evidence 
by 


a. Determining which data are important 
b. Organizing, analyzing, and understanding connec- 
tions in patient data 
2. Planning appropriate nursing interventions 
3. Evaluating outcomes of interventions 


A philosophy is a set of beliefs about the nature of 
how the world works. A nursing philosophy begins to 
put together some or all concepts of the metaparadigm. 
For instance, Florence Nightingale, whose work will be 
considered in more detail later in this chapter, wrote 
Notes on Nursing: What It Is and What It Is Not, in which 
her basic philosophy of nursing is described in detail. 
A conceptual model or framework is a more specific 
organization of nursing phenomena than philosophies. 
As the words model or framework imply, models provide 
an organizational structure that makes clearer connec- 
tions between concepts. 

Theories are more concrete descriptions of concepts 
embedded in propositions. Propositions are statements 
that describe linkages between concepts and are more 
prescriptive; that is, they propose an outcome that is 
testable in practice and research. For example, Pep- 
lau’s (1952/1988) book Interpersonal Relations in Nurs- 
ing contains a theory describing very specific elements 
of effective interaction between the nurse and patient. 
Using concepts from nursing’s metaparadigm, Peplau 
created a theory delineating elements of excellent and 
effective practice in psychiatric nursing. She linked 
abstract concepts such as health and nursing to create a 
concrete, useful theory for practice. Peplau’s theory will 
be described later in this chapter. 

The primary source—the original writings of the 
theorist—is the best source for in-depth understanding 
of the theory. In the original writings, the theorist will 
describe exactly what he or she is thinking and how the 
concepts go together. Articles written by other scholars 
can be helpful in explaining and interpreting primary 
sources. Explanatory or interpretive articles introduce 
students to the historical development of the philoso- 
phy, model, or theory and specify criteria (standards) by 
which to analyze, critique, and evaluate them. Articles 


such as these were first published in the early 1980s 
with a completely different purpose than the theorists’ 
original articles. Explanatory or interpretive articles are 
written to contribute to the general understanding of 
nursing theory and theoretical developments in nursing 
in a unique but complementary way. Undergraduate and 
graduate students, faculty, and practicing nurses have 
found that these explanatory and interpretive articles on 
nursing theory make a significant contribution to their 
knowledge and understanding of nursing science in its 
own right. Many of the articles and books cited in this 
chapter were texts written to clarify, describe, and inter- 
pret theorists’ work. 

In this chapter, four types of nursing theoretical 
works will be presented: philosophies, conceptual mod- 
els, theories, and middle-range theories. Selected works 
from each of these four types provide a broad overview 
of theory within the discipline of nursing. This intro- 
duction is designed to help you develop a beginning 
understanding of nursing theory on which to build as 
you pursue your nursing education and career in the 
profession of nursing. 


PHILOSOPHIES OF NURSING 


Chapter 5 provided several definitions of nursing, and 
Chapter 8 introduced nursing philosophy and discussed 
its function in nursing practice and educational institu- 
tions. A philosophy provides a broad, general view of 
nursing that clarifies values and that expands on the 
definition of nursing to answer broad disciplinary ques- 
tions, such as “What is nursing?” “What is the profes- 
sion of nursing?” “What do nurses do?” “What is the 
nature of human caring?” “What is the nature of nursing 
practice and the development of practice expertise?” 
Three philosophies representing different positions in 
the development of nursing theory are presented here. 
Table 9.1 contains questions that represent the different 
views of the same patient situation among nurses who 
subscribe to the philosophies of Florence Nightingale, 
Virginia Henderson, and Jean Watson, whose work is 
presented here. 


Nightingale’s Philosophy 

Florence Nightingale was born in 1820, in Florence, 
Italy. Her father was William Edward Nightingale, a 
wealthy English landowner; her mother was Frances 
Smith Nightingale, who considered it her responsibility 
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TABLE 9.1 Three Philosophies of Nursing: 
Three Different Responses to the Same 
Patient Situation 


Florence 
Nightingale 


What needs to be adjusted in this 
environment to protect the patient? 

What can | help this patient do that 
he would do for himself if he could? 

How can | create an environment of 
trust, understanding, and openness 
so that the patient and | can work 
together in meeting his or her needs? 


Virginia 
Henderson 
Jean Watson 


to find suitable husbands for her daughters. Florence was 
close to her father, and he undertook the responsibility 
for her education, teaching her a classical curriculum of 
Greek, Latin, French, German, Italian, history, philos- 
ophy, and mathematics. At 25 years old, after deciding 
to remain unmarried, Florence announced her decision 
to go to Kaiserswerth, Germany, to study nursing, over 
the strong objections of her parents. At that time, nurs- 
ing was considered the pursuit of working-class women. 
Her persistence in the face of her parents’ opposition 
proved to be a sustained characteristic over the course 
of her life. This trait enabled her to accomplish work 
that most women of the time would have had neither 
the education nor willingness to achieve. 

Nightingales work represents the beginning of 
professional nursing as we know it today. In Notes on 
Nursing: What It Is and What It Is Not (1969; originally 
published in 1859), Nightingale explained her philoso- 
phy of health, illness, and the nurse’s role in caring for 
patients. Importantly, she made a distinction between 
the work of nursing and the work of physicians by iden- 
tifying health rather than illness as the major concern 
of nursing. Her writing about nursing reflected the 
sociohistorical context in which she lived, making a dis- 
tinction between the work of nursing and the work of 
household servants, who were common in her day and 
often cared for the sick. 

Nightingale’s unique perspective on nursing prac- 
tice focused on the relationship of patients to their 
surroundings. She set forth foundational principles 
for nursing, which remain relevant to nursing practice 
today. For example, her description of the importance 
of observing the patient and accurately recording infor- 
mation and her principles of cleanliness still shape hos- 
pital-based nursing practice today. Nightingale focused 
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the profession on what has become known as the 
metaparadigm of nursing: person (patient), health (as 
opposed to illness), environment (how the environment 
affects health and recovery from illness), and nursing (as 
opposed to medicine). 


Using Nightingale’s Philosophy in Practice 
Nightingale believed that the health of patients was 
related to their environment. She recognized the impor- 
tance of clean air and water and of adequate ventila- 
tion and sunlight and encouraged the arrangement of 
patients’ beds so they were in direct sunlight. In her 
writing, she described both the necessity of a balanced 
diet and the nurse’s responsibility to observe and record 
what was eaten. Cleanliness of the patient, the bed 
linens, and the room itself was essential. Nightingale 
recognized the problem of noise in hospital rooms and 
halls, which foreshadowed the attention given to excess 
noise in inpatient settings in recent years. Rest is impor- 
tant in the restoration of health; Nightingale believed the 
sudden disruption of sleep was a serious problem. The 
relationship of health to the environment seems obvious 
today, but for nursing in the second half of the 19th cen- 
tury, Nightingale’s work was radically different. 

Nightingale recognized nursing’ role in protecting 
patients. Nurses were newly responsible for shielding 
patients from possible harm by well-meaning visitors who 
may provide false hope, discuss upsetting news, or tire the 
patient with social conversation. Nightingale even sug- 
gested the nurse's responsibility for patients did not end 
when the nurse was off duty. This view underpins the sys- 
tem of primary nursing found in some settings today. Inter- 
estingly, Nightingale suggested that patients might benefit 
from visits by small pets, an idea that has been incorpo- 
rated today in both long-term and some acute care settings. 

The nurse whose practice is guided by Nightingale’s 
philosophy is sensitive to the effect of the environ- 
ment on the patient’s health or recovery from illness. 
This philosophy provided the foundational work for 
theory development that proposed changing patients’ 
environments to effect positive changes in their health. 
Nightingale promoted the view that nurses’ primary 
responsibility was to protect patients by careful manage- 
ment of their surroundings. 


Henderson's Philosophy 


Virginia Henderson, whose photo is featured in Profes- 
sional Profile Box 9.1 of this chapter, was born in 1897 in 


Kansas City, Missouri, and was named for her mother’s 
home state to which her family returned when Hender- 
son was 4 years old. Although she received an excellent 
education from a family friend who was a schoolmaster 
and from her father who was a former teacher, Hender- 
son did not receive a traditional education that awarded 
a diploma, which delayed her entry into nursing school. 
During World War II, she studied under Annie Goodrich 
at Teachers College, Columbia University, where, after 
numerous interruptions, she received her bachelor’s and 
master’s degrees. By the time she died in 1996, Virginia 
Henderson was internationally known and regarded by 
many as “the Florence Nightingale of the 20th century.” 

Virginia Henderson's work first was published 100 
years after Nightingale, at a time when efforts to clarify 
nursing as a profession emphasized the need to define 
nursing. Henderson's philosophical approach to nurs- 
ing is contained in her comprehensive definition: the 
“unique function of the nurse ... is to assist the indi- 
vidual, sick or well, in the performance of those activi- 
ties contributing to health or its recovery (or a peaceful 
death) that he would perform unaided if he had the nec- 
essary strength, will or knowledge” (Henderson, 1966, 
p. 15). Although Henderson was recognized for many 
contributions to nursing throughout her long career, 
her early work remains particularly noteworthy and 
relevant, defining nursing and specifying the role of the 
nurse in relation to the patient. Henderson’s relationship 
with one of her former students, who recognizes the 
ongoing contributions of Henderson’s work to nursing, 
is described in Professional Profile Box 9.1. 

Henderson’ philosophy linked her definition of nursing 
that emphasized the functions of the nurse with a list of 
basic patient needs that are the focus of nursing care. She 
proposed an answer to questions similar to those addressed 
by Nightingale a century earlier: “What is the nursing pro- 
fession?” and “What do nurses do?” Henderson described 
the nurse’ role as that of a substitute for the patient, a helper 
to the patient, or a partner with the patient. 

Henderson identified 14 basic needs (Box 9.2) as a 
general focus for patient care. She proposed that these 
needs shaped the fundamental elements of nursing care. 
The function of nurses was to assist patients if they were 
unable to perform any of these 14 functions themselves. 
Although these needs could be categorized as physical, 
psychological, emotional, sociologic, spiritual, or devel- 
opmental, thoughtful analysis reveals that they repre- 
sent a holistic view of human development and health. 
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F] PROFESSIONAL PROFILE BOX 9.1 


Remembering Virginia Henderson 


Although | had known Virginia Henderson from the time | 
was a graduate student at Yale, geography later brought 
us more closely together. Knowing her family lived in 
Virginia (mine was in Connecticut), whenever | traveled 
by car from North Carolina to Connecticut | called and 
asked if she wanted a ride back home with me, because 
| could drop her off in Virginia en route to North Caro- 
lina. Six times we made the 8-hour ride together. Our 
conversations were wide-ranging because we were both 
world travelers. We talked much about politics; most 


about nurses—"“see a nurse before you go to a doctor” 


as a solution to health care cost, quality, and access prob- 


lems; some about patients—“give them their records” 


as a most important patient education tool; and some 
about our large extended families. | was introduced to 


two of Virginia Henderson's sisters when they were all 


writings are conversational—that is, completely without the 
jargon of the medical and nursing professions. Her descrip- 
tion of nursing is best used by nurses to tell patients what 
can be expected—to paraphrase: | am here to help you do 
what you would do for yourself if you had the strength, will, 
or knowledge, and to do so for you to become free of my 
help as rapidly as possible. It is quite reassuring for a patient 
to know what the nurse is going to do. 

Virginia Henderson's writings are timeless. The infor- 
mation in The Nature of Nursing and Basic Principles of 
Nursing Care is as relevant today as the day the books 
were written. The Nature of Nursing is the most impor- 
tant document written about nurses and nursing in the 
20th century, because it provided evidence of effective 
and efficient nursing. If you read her work, you can have 
a conversation with her too. 


in their 90s. Four brothers and a sister had predeceased 
them, but Frances (Fanny) had maintained the old family 
homestead so all who could come were welcomed to 
stay. Come they did for over two generations of reunions, 
weddings, funerals, and holidays, especially Christmas. 
What was most amazing to me about our time togeth- 
er was that Virginia Henderson never said anything to me 
about our profession that she had not written down some- 
where for all nurses to read. Yale's School of Nursing asked 
me to address the topic of her writing in their Bellos Lecture 
the year they celebrated her 90th birthday. | read her text- 
book, Principles and Practice of Nursing, sixth edition, and 
discovered any number of conversations | had experienced 
with her over the years. In preparing the Virginia Henderson 
Reader: Excellence in Nursing, | discovered even more. Her 


Virginia Henderson 


Edward J. Halloran, PhD, RN, FAAN 


Courtesy Edward J. Halloran 


BOX 9.2 Henderson’s 14 Basic Needs of the Patient 


. Breathe normally. 

. Eat and drink adequately. 

. Eliminate body wastes. 

. Move and maintain desirable position. 
. Sleep and rest. 


. Avoid dangers in the environment and avoid injuring 
others. 

. Communicate with others in expressing emotions, 
needs, fears, or opinions. 

. Worship according to one’s faith. 

. Work in such a way that there is a sense of accom- 
plishment. 

. Play or participate in various forms of recreation. 
Learn, discover, or satisfy the curiosity that leads to 
normal development and health and use the available 
health facilities. 


. Select suitable clothes—dress and undress. 

. Maintain body temperature within normal range by 
adjusting clothing and modifying the environment. 

. Keep the body clean and well groomed and protect 
the integument (skin). 


Data from Henderson, V. (1966). The nature of nursing: a definition and its implications for practice, research, and education. 
New York: Macmillan. 
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The first nine needs emphasize the importance of 
care of the physical body: breathing, eating and drink- 
ing, elimination, movement and positioning, sleep and 
rest, suitable clothing, maintenance of suitable environ- 
ment for the body temperature, cleanliness, and avoid- 
ance of danger or harm. Next she included psychosocial 
needs such as communication and spirituality, including 
worship and faith. She concluded with three develop- 
mental needs: the need for work and the sense of accom- 
plishment; the need for play and recreation; and the 
need to learn, discover, and satisfy curiosity. Henderson 
believed that all 14 basic needs are amenable to nursing 
care. They continue to be used today in philosophical 
statements of schools and departments of nursing. 


Using Henderson's Philosophy in Practice 


Nurses whose practice is consistent with Henderson's 
philosophy adopt an orientation to care from the per- 
spective of the 14 basic needs. Henderson's clarity about 
the role and function of the nurse is a strength of her 
work. This philosophy is easily applied to a variety of 
patient care settings, from brief outpatient encounters 
in which a limited number of needs are addressed to a 
complex setting such as intensive care where patients are 
extremely vulnerable. Henderson used her definition of 
nursing and the basic needs approach in her well-known 
case study of a young patient who had undergone a leg 
amputation. Using this case, Henderson (1966) demon- 
strated how the nurse's role changes on a day-to-day, 
week-to-week, and month-to-month basis in relation 
to the patient’s changing needs and the contributions of 
other health care providers. 


Watson's Philosophy 


Jean Watson is a more recent contributor to the evolv- 
ing philosophy of nursing. Born in West Virginia, she 
earned her BSN degree from the University of Colorado 
in 1964, her master of science (MS) from the University 
of Colorado in 1966, and her doctor of philosophy (PhD) 
from the University of Colorado in 1973. Six years later, 
she published her first book, The Philosophy and Science 
of Caring. In this initial work, she called for a return to 
the earlier values of nursing and emphasized the car- 
ing aspects of nursing. Watson’s work is recognized as 
human science. Caring as a theme is reflected in her 
other professional accomplishments, such as the Center 
for Human Caring at the University of Colorado in Den- 
ver, where nurses can incorporate knowledge of human 


BOX 9.3 Watson’s 10 Caritas Processes 


. Embrace altruistic values and practice loving kind- 
ness with self and others. 

. Instill faith and hope and honor in others. 

. Be sensitive to self and others by nurturing individu- 
al beliefs and practices. 

. Develop helping-trusting-caring relationships. 

. Promote and accept positive and negative feelings 
as you authentically listen to another's story. 

. Use creative scientific problem-solving methods for 
caring decision making. 

. Share teaching and learning that addresses the indi- 
vidual needs and comprehension styles. 

. Create a healing environment for the physical and 
spiritual self which respects human dignity. 

. Assist with basic physical, emotional, and spiritual 
human needs. 

. Open to mystery and allow miracles to enter. 


From Jean Watson, Caritas Processes refined from Inova 
Health. © Copyright 2018 Watson Caring Science Institute, 
Boulder, CO. Available at www.watsoncaringscience.org. 


caring as the basis of nursing practice and scholarship. 
Watson proposed 10 factors that she initially labeled as 
“carative” factors, a term she contrasted with curative to 
differentiate nursing from medicine. The term Caritas 
Processes has replaced carative factors as Watson’s work 
has continued to be refined. Recently these processes 
taken together were found to be a measure of the con- 
cept of caring (DiNapoli et al., 2010). Watson's Ten Car- 
itas Processes are listed in Box 9.3. 

Watson's work (1979, 1988, 1999) addressed the phil- 
osophical question of the nature of nursing as viewed as 
a human-to-human relationship. She focused on the rela- 
tionship of the nurse and the patient, drawing on philo- 
sophical sources for a new approach that emphasized how 
the nurse and patient change together through transper- 
sonal caring. She proposed that nursing be concerned with 
spiritual matters and the inner knowledge of nurse and 
patient as they participate together in the transpersonal 
caring process. She equated health with harmony, resulting 
from unity of body, mind, and soul, for which the patient is 
primarily responsible. Illness or disease was equated with 
lack of harmony within the mind, body, and soul expe- 
rienced in internal or external environments (Watson, 
1979). Nursing is based on human values and interest in 
the welfare of others and is concerned with health promo- 
tion, health restoration, and illness prevention. 


Using Watson's Philosophy in Practice 
Watson's caritas processes guide nurses who use trans- 
personal caring in practice. Caritas processes specify 
the meaning of the relationship of nurse and patient 
as human beings. Nurses are encouraged to share their 
genuine selves with patients. Patients’ spiritual strength 
is recognized, supported, and encouraged for its contri- 
bution to health. In the process of transpersonal rela- 
tionships, nurses develop and encourage openness to 
understanding of self and others. This leads to the devel- 
opment of trusting, accepting relationships in which 
feelings are shared freely and confidence is inspired. 
Even a core element of practice such as patient teaching 
can be carried out in an interpersonal manner true to 
the philosophy and nature of the caring relationship. 
The nurse guided by Watson’s work has responsibility 
for creating and maintaining an environment support- 
ing human caring while recognizing and providing for 
patients’ primary human requirements. In the end, this 
human-to-human caring approach leads the nurse to 
respect the overall meaning of life from the perspective 
of the patient. Watson's (1988) work formalized the the- 
ory of human caring from this philosophy. Key aspects 
of nursing’s metaparadigm evident in Watson's work are 
environment (one that supports human caring), per- 
son (both the patient and the nurse), health (in terms 
of health promotion and illness prevention), and nurs- 
ing (what nurses contribute to the encounter with the 
patient). Importantly, Watson’s work on caring has con- 
tributed another aspect to the metaparadigm of nursing, 
because caring itself is now considered by many scholars 
to be a central concept of the discipline of nursing. 


Clinical Example: Watson's Philosophy of Caring 
Understanding how philosophy guides practice can be 
hard, but an example drawn from a nurse’s clinical prac- 
tice may help. 

Anna, a hospice nurse, was working with a patient 
who was very ill with lung cancer and who had received 
both chemotherapy and radiation with the hope of 
achieving a long remission. The patient, a 60-year-old 
woman named Mavis, was what some people would 
refer to as a “character”—full of opinions that she would 
share with anyone who came close, still smoking, still 
cursing. Mavis’ cancer did not respond to the various 
therapies and metastases developed in her brain, caus- 
ing occasional seizures. Mavis was terminally ill. Her 
abrasive personality did not allow many people to get 
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near her, but she was very fond of Anna, who under- 
stood Mavis in a way that few did. They connected on 
a deep level, and, although they never talked in great 
depth about Mavis’ impending death, Mavis revealed 
that one of her unfulfilled plans was to be baptized. She 
did not remember her baptism from childhood and did 
not want to die without having that memory. 

Although nothing in the nursing texts says it is a 
good idea to take a terminally ill patient into the cold 
of January to church for an immersion baptism, it was 
Anna’s human-to-human caring approach that allowed 
her to respect the meaning of this event from Mavis 
point of view. 

On a bitterly cold night with a howling wind, Mavis 
was baptized by a friend who was a minister, her fam- 
ily in attendance, her turban covering her bald head. 
Mavis told Anna that she was free to die now. Within 
days she took to her bed. On one of her final days, the 
family called Anna frantically because Mavis had called 
for her all day. The on-call nurse covering the weekend 
simply could not console her, and Mavis’ cries for her 
hospice nurse made the family muster the courage to 
call Anna on her day off. Anna, knowing Mavis as she 
did, responded, and when she arrived at the bedside, 
she asked Mavis what she could do to help her. Mavis’ 
response was what Anna knew as “vintage Mavis”: “I just 
wanted to see if you would come.’ Anna said simply, “I 
am here.’ Mavis lapsed into a peaceful coma that eve- 
ning. Her last words had been to Anna. 

Anna practiced nursing with the philosophy that 
human-to-human relationships are primary in pro- 
fessional practice. In the confines of this deeply caring 
relationship, Mavis found acceptance and peace from 
her nurse and was guided into a calm death. Although 
the nurse whose guiding philosophy is based on human 
relationships must set clear professional boundaries, 
this philosophical approach to the practice of nursing 
raises the possibility of exquisite experiences between 
humans that transcend the nurse-patient relationship, 
just as Anna and Mavis experienced. 


CONCEPTUAL MODELS OF NURSING 


Conceptual models (or conceptual frameworks) are the 
second type of theoretical work that provides organiza- 
tional structures for critical thinking about the processes 
of nursing (Alligood, 2014; Fawcett and DeSanto- 
Madeya, 2013). These are broad conceptual structures 
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that provide comprehensive, holistic perspectives of 
nursing by describing the relationships of specific con- 
cepts. Models are less abstract and more formalized than 
the philosophies just discussed in this chapter; models 
are more abstract, however, than theories of nursing, 
which will be discussed later. Theories are built from 
conceptual models much as buildings are constructed 
from blueprints. The blueprints show the general rela- 
tionships between parts of the building and are adapt- 
able; conceptual models provide a preliminary view of 
the relationship between concepts of nursing that can be 
used to build theory. 

Three conceptual models will be presented in the fol- 
lowing section. These models represent different decades 
in the development of nursing theory; they are models 
developed by Dorothea Orem, Imogene King, and Sister 
Callista Roy. The focus and perspective of each model 
are discussed, followed by a brief overview of how that 
model guides nursing practice. Table 9.2 contains ques- 
tions that represent how the same patient situation is 
viewed differently by nurses whose practices are based 
on the models of Orem, King, or Roy. 


Orem's Self-Care Model 


Dorothea Orem, born in 1914 in Baltimore, Maryland, 
first received her diploma in nursing in the 1930s, soon 
followed by a BS in nursing education in 1939. Six years 
later, she earned an MS in nursing education (Sitzman 
and Eichelberger, 2004). Working as a nurse in a number 
of roles, Orem first published her concept of self-care in 
1959. She continued to develop her conceptual model over 
several decades, with the sixth edition of her work Nurs- 
ing: Concepts of Practice published in 2001. Over the years, 
Orem formalized three interrelated theories: the theory of 


TABLE 9.2 Three Models of Nursing: 
Three Different Responses to the Same 
Patient Situation 


Dorothea Orem What deficits does this patient 
have in providing his or her own 
self-care? 

What goals can we set together to 
restore the patient to health? 

How can | modify this patient's 
environment to facilitate his or her 
adaptation? 


Imogene King 


Callista Roy 


self-care, theory of self-care deficit, and theory of nurs- 
ing system. Her model focuses on the patient's self-care 
capacities and the process of designing nursing actions to 
meet the patient's self-care needs. In this model the nurse 
prescribes and regulates the nursing system on the basis of 
the patient's self-care deficit, which is the extent to which 
a patient is incapable of providing effective self-care. An 
underlying assumption of Orem’s model is that “ordinary 
people in contemporary society want to be in control of 
their lives” (Pearson et al., 2005, p. 104). Nursing is needed 
in the presence of an actual or potential self-care deficit 
(Orem, 2001) when patients cannot provide their own 
care adequately. Orem's work is widely used in nursing 
education and practice, providing a comprehensive sys- 
tem for nursing practice in a variety of clinical settings. 


Orem and Nursing Practice 


In Orem’s model, appropriate care for the patient is devel- 
oped through a series of three operations: diagnostic, 
prescriptive, and regulatory. To determine the patient's 
ability to provide effective self-care, the nurse initiates 
a diagnostic operation that begins with the establish- 
ment of the nurse-patient relationship. This includes 
contracting with the patient to explore current and 
potential self-care demands. Factors such as age, gen- 
der, and developmental status, as well as sociocultural 
and environmental factors, are examined in relation to 
universal, developmental, and health requirements and 
related self-care actions of the patient. In other words, 
the patient's baseline ability to provide adequate self- 
care is assessed by the nurse to determine the extent to 
which the patient is limited in providing his or her own 
effective care. These limitations are self-care deficits. 
Prescriptive operations occur when therapeutic self- 
care requisites (based on deficits) are determined and 
the nurse reviews various methods, actions, and priori- 
ties with the patient. This is a planning stage in which the 
nurse confirms with the patient the nurse’s assessment 
of the patient’s needs and begins to formulate a plan of 
care. In regulatory operations, the nurse designs, plans, 
and produces a system for care (Berbiglia, 2014). Systems 
of care range from wholly compensatory, which is the 
most comprehensive form of care for patients with few 
(if any) abilities to provide care for self, to supportive- 
educative, in which the patient has the ability to pro- 
vide effective self-care but needs to work with the nurse 
to further develop these abilities or acquire additional 
information to promote self-care (George, 2002). 


King's Interacting Systems Framework and 
Theory of Goal Attainment 

Imogene King was born in 1923 and received her 
basic nursing education from St. John’s Hospital 
School of Nursing in St. Louis, Missouri, in 1945. 
Three years later she completed her BS in nursing 
education from Saint Louis University; in 1957 she 
earned her master of science in nursing (MSN) 
degree from Saint Louis University. In 1961 she com- 
pleted her doctor of education (EdD) degree from 
Teachers College, Columbia University, in New York 
City. Much of her career was spent in academic set- 
tings, including Ohio State University, Loyola Uni- 
versity, and the University of South Florida (Johnson 
and Webber, 2005). 

Although King first published early forms of 
her theoretical work in 1971, A Theory for Nursing: 
Systems, Concepts, Process, published 10 years later 
in 1981, contained her first claim to a nursing the- 
ory (King, 1981). This complex theory focused on 
people, their interpersonal relationships, and social 
contexts, with three interacting systems: personal, 
interpersonal, and social. Within each of these three 
systems, King identified concepts that provide a 
conceptual structure describing the processes in 
each system. Significantly, the focus of the nurse is 
on phenomena of importance to the patient; unless 
attention is paid to concerns of the patient, mutual 
goal setting is unlikely to happen (Sieloff et al. 
2006). 

King’s interacting systems form a framework to 
view whole people in their family and social contexts: 
the personal system identifies concepts that provide an 
understanding of individuals, personally and intraper- 
sonally (within the person); the interpersonal system 
deals with interactions and transactions between two 
or more people; and the social system presents concepts 
that consider social contacts, such as those at school, at 
work, or in social settings. King’s work is unique because 
it provides a view of people from the perspective of their 
interactions (or communications, both verbal and non- 
verbal) with other people at three levels of interacting 
systems. 


Using King’s Model in Practice 

When using King’s work, nurses focus on goal attain- 
ment for and by the patient. The traditional steps of the 
nursing process—assessment, planning, goal setting, 
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intervention, and evaluation—are augmented in several 
ways. The steps of the process describe the type of action 
the nurse is taking, and at each step the nurse gathers 
and uses information to provide care. Like the nursing 
process, King’s model is not linear: steps occur simulta- 
neously as the nurse and patient work to identify goals 
and the best means to attain those goals. 

The focus of nursing care is guided by concepts at 
each of the system levels. For example, the personal sys- 
tem leads the nurse to pay close attention to the patient’s 
perceptions; the interpersonal system guides the nurse 
to explore the patient’s roles and the stresses in each 
role; and the social system cues the nurse to consider 
influences on the patient’s decision making. In this 
model, for instance, the nurse providing care for a young 
woman who is a mother will recognize that the patient's 
maternal role will influence her decisions regarding 
her health, keeping the best interests of her children in 
addition to her own health in mind as she makes health- 
related decisions. 

Interaction with the patient is an important com- 
ponent of King’s goal attainment model. Nurses are 
aware of their communication with patients, identi- 
fying steps from the first encounter to the attainment 
of the specified goal. King describes these steps as 
a progression from perception, judgment, action, 
reaction, and interaction to transaction (King, 1981). 
These steps involve increasing involvement between 
the nurse and the patient, requiring a deep under- 
standing of the goals of the patient within the various 
contexts of the patient’s life to plan and provide effec- 
tive nursing care. King emphasized the importance 
of joint goal setting by nurse and patient, remind- 
ing nurses that this relationship involves mutuality. 
King’s process provided a structure for the nurse to 
monitor the relationship’s progress. King specified 
clearly that the goal of nursing is attaining or regain- 
ing health. 


Roy's Adaptation Model 

Sister Callista Roy was born in Los Angeles, California, 
in 1939. Her first degree was a bachelor of arts in nurs- 
ing from Mount St. Mary’s College in Los Angeles. She 
then earned a master’s degree in pediatric nursing and 
sociology, followed by a PhD in sociology from the Uni- 
versity of California, Los Angeles. She is a member of 
the order of Sisters of Saint Joseph of Carondelet. Roy is 
currently on the faculty of the William F. Connell School 
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of Nursing at Boston College. Although the Roy adap- 
tation model has been in use for 35 years, Sr. Roy con- 
tinues to update, revise, and refine it for use in practice, 
research, theory, and administration (Roy and Zhan, 
2006; Roy and Andrews, 2008). 

Roy first presented her model as a conceptual frame- 
work for a nursing curriculum in 1970 (Pearson et al., 
2005). In 1976 she published Introduction to Nursing: An 
Adaptation Model and followed with a second edition in 
1984 (Roy, 1976; Roy, 1984). Roy updated all of her writ- 
ing in a comprehensive text in 1999 (Roy and Andrews, 
1999). Her model is widely used for education, research, 
and nursing practice today. She focused on the individ- 
ual as a biopsychosocial adaptive system and described 
nursing as a humanistic discipline that emphasizes the 
person's adaptive or coping abilities. Roy’s work is based 
on adaptation and adaptive behavior, which is pro- 
duced by altering the environment. According to Roy, 
the individual and the environment are sources of stim- 
uli that require modification to promote adaptation in 
the patient. Roy viewed the person as an adaptive system 
with physiologic, self-concept, role function, and inter- 
dependent modes. 

Roy’s model provides a comprehensive understand- 
ing of nursing from the perspective of adaptation. When 
the demands of environmental stimuli are too high or 
the person’s adaptive mechanisms are too low, the per- 
sons behavioral responses are ineffective for coping. 
Effective adaptive responses promote the integrity of the 
individual by conserving energy and promoting the sur- 
vival, growth, reproduction, and mastery of the human 
system. Nursing promotes the patient’s adaptation and 
coping, with progress toward integration as the goal 
(Phillips, 2002). 


Using Roy's Model in Practice 


The nurse using Roy’s model focuses on the adaptation 
of the patient and on the environment. Adaptation, spe- 
cifically patients’ adaptation behavior and stimuli in 
the internal and external environments, is assessed and 
facilitated. Based on these assessments, the nurse devel- 
ops nursing diagnoses to guide goal setting and inter- 
ventions aimed at promoting adaptation. Simply stated, 
the nurse modifies the environment to facilitate patient 
adaptation. 

Observable behavior is recognized and understood 
in the context of Roy’s physiologic, self-concept, role 
function, and interdependent modes. Descriptions of 


the behaviors included in each mode provide the nurse 
with a means of making evaluative judgments about the 
patient's progress toward the goal of adaptation (Phil- 
lips, 2002). Roy’s model is extensively used in nurs- 
ing practice and has been described comprehensively 
in the literature (Wood, 2014; Phillips, 2002; Roy and 
Andrews, 1999). 


Clinical Example: Roy’s Adaptation Model 
A clinical example of Roy’s model will help you under- 
stand her work in a real-world context. 

Mr. Elderd was referred to a home health agency for 
wound management. He had a very large open wound 
on his forehead as a result of a wide excision of several 
deep basal cell carcinomas, a form of skin cancer. Dean, 
his nurse, was surprised to see that the wound extended 
completely to Mr. Elderd’s skull. Mr. Elderd was out of 
work as a result of this wound, saw friends infrequently, 
and was somewhat depressed. His wife, although well 
meaning, spent hours each day fixing him high-calorie 
“treats” because she liked to cook and found it was a 
good way to release her own anxiety about her husband’s 
condition. 

Dean’s nursing practice was shaped by Roy’s adapta- 
tion model. In his initial assessment of the home envi- 
ronment, he noticed the cleanliness of the home, the 
evidence of supportive family and social ties, adequacy 
of income, availability of good nutrition, and other indi- 
cators of health. What Dean did not understand was 
why Mr. Elderd’s wound was not healing. After Dean's 
assessment, he believed that there was some “missing 
link” in Mr. Elderd’s adaptive abilities, but he was not 
sure whether the ineffective coping was psychological, 
environmental, or physiologic. 

Dean visited Mr. Elderd daily for 3 weeks and, 
although the wound did not become infected, it 
showed little evidence of closure. Dean expressed his 
concern to Mr. Elderd and decided to ask Mr. Elderd 
again some questions related to his basic health prac- 
tices, including nutrition, activity, sleep, and elimina- 
tion. Mr. Elderd commented almost ofthandedly that 
he was sleeping fine except that he had to get up to 
go to the bathroom several times each night. His wife 
chimed in from the kitchen, “But that’s no different 
than from the day. He is always going to the bathroom. 
I told him to quit drinking so much water all the time!” 
Dean, being an experienced nurse and seeking ways to 
assist patients with all forms of adaptation, realized the 


likely problem. He called Mr. Elderd’s physician and 
asked for an order to draw a blood chemistry, includ- 
ing glucose. Dean’s suspicion was correct: Mr. Elderd 
had undiagnosed type 2 diabetes. Mrs. Elderd’s stream 
of cookies and other treats from the kitchen aggravated 
the problem to the point that Mr. Elderd was experi- 
encing polyuria and polydipsia, both signs of diabetes. 
With aggressive blood glucose level management with 
an oral hypoglycemic drug, a drastic change in diet, 
and increasing exercise, Mr. Elderd’s wound began to 
heal almost immediately. He did not require a skin 
graft as had been feared. 

The use of Roy’s adaptation model allowed Dean 
to see Mr. Elderd’s situation as a function of a variety 
of maladaptive coping efforts. Correcting the diabetic 
problem became the foundation for Mr. Elderd’s even- 
tual healing and resumption of his usual life activities. 


THEORIES OF NURSING: FROM GRAND 
TO MIDDLE RANGE 


Nursing theories are the third type of theoretical work 
in the structure of nursing knowledge to be reviewed in 
this chapter. Fawcett and DeSanto-Madeya (2013) clas- 
sified theories according to their breadth and depth. For 
example, a grand theory is a broad conceptualization 
of nursing phenomena, whereas a middle-range theory 
is narrower in focus and makes connections between 
grand theories and nursing practice (Parker, 2006). The- 
ories are less abstract than models and usually propose 
specific outcomes. Three theories are presented here 
that are well known and commonly used to shape nurs- 
ing practice. Table 9.3 contains questions that represent 
the differing foci of care of nurses whose practices are 
shaped by the theories of Hildegard Peplau, Ida Orlando, 
and Madeleine Leininger. 


Peplau’'s Theory of Interpersonal Relations 

in Nursing 

Peplau, born in 1909, was one of the earliest nurse the- 
orists who recognized the importance of the work of 
nursing rather than continuing to define and delineate 
nursing (Pearson et al., 2005). After receiving her basic 
nursing training at the Pottstown, Pennsylvania, Hos- 
pital School of Nursing in 1931, Peplau studied inter- 
personal psychology at Bennington College in Vermont, 
receiving a bachelor of arts degree. Later she received 
a master’s of arts degree in teaching and supervision of 
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TABLE 9.3 Three Theories of Nursing: 
Three Different Responses to the Same 
Patient Situation 


Hildegard 
Peplau 


Within the relationship with my patient, 
how can | best help him or her under- 
stand his or her health problems and 


develop new, healthier behaviors? 
How can | best figure out what my 
patient needs through my interaction 
with him or her? 
What are the best ways to provide 
care to my patient that are culturally 
congruent? 


Ida Orlando 


Madeleine 
Leininger 


psychiatric nursing, followed by an EdD from Teach- 
ers College, Columbia University, in New York City. 
Although Peplau’s first book, Interpersonal Relations in 
Nursing, was published in 1952, it was published again in 
1988, reflecting both the value of her work and nursing’s 
continuing focus on interpersonal relationships. Peplau 
drew from developmental, interactionist, and human 
needs theories in developing her work (Pearson et al., 
2005), which grew from her interest in nursing care of 
psychiatric patients. Peplau believed, however, that all 
nursing is based on the interpersonal process and the 
nurse-patient relationship (Forchuk, 1993). 

Peplau’s theory is based on the premise that the rela- 
tionship between patient and nurse is the focus of atten- 
tion, rather than the patient only as the unit of attention 
(Forchuk, 1993, p. 7). Nursing care occurs within the 
context of the patient-nurse relationship. The goals of a 
therapeutic interpersonal relationship are twofold: first is 
the survival of the patient; second is the patient’s under- 
standing of his or her health problems and learning from 
these problems as he or she develops new behavior pat- 
terns. As the nurse assists the patient in developing new 
behavior patterns, the nurse also grows and develops a 
greater understanding of the effect of universal stressors 
on the lives and behaviors of individual patients (Pear- 
son et al., 2005). 


Using Peplau’s Theory in Practice 

Although Peplau’s theory grew from her experience as a 
psychiatric nurse, her work is applicable to a wide vari- 
ety of practice settings. Peplau describes a four-pronged 
process similar to the nursing process by which the 
nurse assists the patient in achieving personal growth. 
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Completion of this process involves six roles by the nurse: 
counselor, resource, teacher, technical expert, surrogate, 
and leader (Pearson et al., 2005). Depending on the set- 
ting, the nurse will spend more or less time in each of 
these roles. For instance, a nurse in a critical care unit will 
likely spend more time as a technical expert and less time 
as a counselor, whereas a nurse on a postpartum unit may 
act as a surrogate, guiding a new mother into independent 
care of her newborn infant, with less time spent as a leader. 

Peplau’s theory is complex. Its importance lies in the 
focus on what happens between the nurse and patient in a 
therapeutic relationship. Furthermore, Peplau was visionary 
in recognizing the importance of the relationship between 
nurse and patient, publishing her ideas early and continu- 
ing to refine and expand her work over several decades. 


Orlando's Nursing Process Theory 

Ida Orlando was born in New York in 1926 and, like 
many early nurse theorists, received her basic nursing 
education in a diploma program. She attended nurs- 
ing school at the New York Medical College School of 
Nursing, and in 1951 she graduated with a BS in public 
health nursing from St. John’s University in Brooklyn, 
New York. Three years later, she completed her MSN 
from Columbia University. Her early practice settings 
included maternity, medicine, and emergency depart- 
ment nursing (Gess et al., 2006). 

Orlando first proposed her theory of effective nurs- 
ing practice in 1961 in her first book, The Dynamic 
Nurse-Patient Relationship: Function, Process, and Prin- 
ciples. She later revised it as a nursing process theory 
(Orlando, 1990). Her work actually proposed both: it is 
a theory about how nurses process their observations of 
patient behavior and about how they react to patients 
based on inferences from patients’ behavior, including 
what they say. Orlando's early research revealed that 
processing observations as specified in her theory led to 
effective nursing practice and good outcomes. 

Orlando's theory is specific to nurse-patient interac- 
tions. The goal of the nurse is to determine and meet 
patients’ immediate needs and to improve their situation 
by relieving distress or discomfort. Orlando emphasized 
deliberate action (rather than automatic action) based on 
observation of the patients’ verbal and nonverbal behav- 
ior, which leads to inferences. Inferences are confirmed 
or disconfirmed by the patient, leading the nurse to iden- 
tify the patient’s needs and provide effective nursing care. 


Using Orlando's Theory in Practice 

In terms of nursing practice, Orlando’ theory specified 
how patients are involved in nurses’ decision making. 
When used in practice, Orlando’s theory guides inter- 
actions to predictable outcomes, which are different 
from outcomes that occur when the theory is not used. 
Nurses individualize care for each patient by attending 
to behavior, confirming with the patient ideas and infer- 
ences the nurse draws from interactions, and identifying 
pressing needs. 

Use of Orlando’s theory improves the effectiveness 
of the nurse by allowing the nurse to get to the “bot- 
tom line” more quickly when observing, listening to, 
and confirming with patients. Therefore use of this the- 
ory saves time and energy for both the patient and the 
nurse. 


Leininger's Theory of Culture Care Diversity 
and Universality 

Born in 1924 in Sutton, Nebraska, Madeleine 
Leininger received her diploma in nursing at St. 
Anthony’s School of Nursing in Denver, Colorado, 
followed by a BS in biologic science from Benedic- 
tine College in Atchison, Kansas, 2 years later. She 
received her MSN from Catholic University in Wash- 
ington, D.C., in 1954 and her PhD in anthropology 
from the University of Washington in Seattle in 1965 
(Reynolds and Leininger, 1993). 

The work of Madeleine Leininger (1978, 1991) in cul- 
tural care grew out of her early nursing experiences. She 
observed that children of different cultures had widely 
varying behaviors and needs. After discussing the par- 
allels between nursing and anthropology with the noted 
anthropologist Margaret Mead, Leininger pursued 
doctoral study in cultural anthropology. Through her 
doctoral work she became more convinced about the 
relationship of cultural differences and health practices. 
This led her to begin developing a theory of cultural care 
for nursing. Leininger’s work is formalized as a theory 
rather than as a conceptual model. It has stimulated the 
formation of the Transcultural Nursing Society, trans- 
cultural nursing conferences, newsletters, and the Jour- 
nal of Transpersonal Nursing, as well as the awarding of 
master’s degrees in the specialty area known as transcul- 
tural nursing. 

The goal of transcultural nursing involves more than 
simply being aware of different cultures. It involves 


planning nursing care based on knowledge that is cultur- 
ally defined, classified, and tested—and then used to pro- 
vide care that is culturally congruent (Leininger, 1978). 
Leininger described theory as a creative and systematic 
way of discovering new knowledge or accounting for phe- 
nomena in a more complete way (Leininger, 1991). She 
encouraged nurses to use creativity to discover cultural 
aspects of human needs and to use these findings to make 
culturally congruent therapeutic decisions. Her theory 
is broad because it considers the impact of culture on all 
aspects of human life, with particular attention to health 
and caring practices. Leininger’s theory has become 
increasingly relevant as global migration continues and 
societies become more diverse. 
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Using Leininger’s Theory in Practice 

Leininger specified caring as the essence of nursing, 
and nurses who use Leininger’s theory of cultural care 
in their practices view patients in the context of their 
cultures. Practice from a cultural perspective begins by 
respecting the culture of the patient and recognizing the 
importance of its relationship to nursing care. Use of the 
“sunrise model” (Fig. 9.1) guides the assessment of cul- 
tural data for an understanding of its influence on the 
patient's life (Leininger, 1991). The nurse plans nursing 
care, recognizing the health beliefs and folk practices 
of the patient’s culture, as well as the culture of tradi- 
tional health services. To this end, nursing care is then 
focused on culture care preservation, accommodations, 


Cultural care 
\ (worldview) / 


Technological 
factors 


Cultural values 
and lifeways 


Care expression 
Patterns and practices 


Holistic health (well-being) 


Educational 
factors 


Individuals, families, groups, communities, and institutions 
in diverse health systems 


Care decisions and actions 


Cultural care preservation/maintenance 
Cultural care accommodation/negotiation 
Cultural care repatterning/restructuring 


Code: <— (Influencers) 


Culturally congruent care 
(health/well-being) 


Fig. 9.1 Leininger’s sunrise model, created to facilitate the application in practice of the Theory of Culture 
Care Diversity and Universality. (Courtesy Dr. Madeleine Leininger.) 
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or repatterning, depending on the patient’s need. The 
nursing outcome of culturally congruent nursing care 
is health and well-being for the patient. 


Clinical Example: Leininger's Theory of Culture Care 
Diversity and Universality 


No matter how expert a nurse is in clinical practice, 
sometimes failure to recognize and appreciate cultural 
differences can undermine even the best intentions. The 
following case is an example of what happens when this 
occurs. 

Jan, a nurse with many years of experience providing 
care for patients with human immunodeficiency virus 
(HIV) in a large urban hospital, decided that she would 
move to a less chaotic environment. Jan applied for a job 
with an agency providing nursing care in the homes of 
low-income rural women with HIV. Jan had grown up 
and gone to college in a city in the northeast; her new 
home was in a rural county in the Deep South. 

Almost immediately Jan ran into some unantici- 
pated situations that posed problems for her. She com- 
plained at team meetings that her patients were always 
late for their appointments. Members of the team, each 
of whom had grown up nearby, explained to her that 
this was not unusual behavior and that she should plan 
“waiting time” into her daily schedule. Jan was always 
surprised when the rest of the team reported good visits 
and outcomes with their patients, and almost all seemed 
to be caught up with their work consistently. Jan always 
felt like she was running behind. She began to question 
her nursing skills, her knowledge, and time manage- 
ment behaviors that had served her well in her previous 
work. Jan described herself as a “fish out of water” She 
decided that she would spend her “waiting time” by sit- 
ting in her car and catching up on paperwork until the 
patient arrived home. 

One day she was invited by the patient's grandmother 
to wait inside but she declined, saying she would wait in 
the car and “get some work done.’ Her patient arrived 
home after 20 minutes or so and Jan met with her, 
reporting to the team later that day that she had a pro- 
ductive visit with the patient in which several care goals 
were addressed. Jan’s satisfaction with the visit was short- 
lived. Her patient called, demanding that she be assigned 
another nurse because “Jan insulted my grandma.” In 
this community where being invited into the home was 
considered an honor, Jan’s decision to instead wait in the 
car was interpreted as rude and uncaring. No amount of 


discussion dissuaded the patient from her insistence that 
she have a new nurse who “knew how to act.” The care 
team met with Jan, but they too, as products of the cul- 
ture, did not understand at first that Jan did not mean to 
be insulting or rude. Because the other members of the 
team were deeply acculturated, they knew the meaning 
behind the grandmother’s invitation: Jan was an hon- 
ored, trusted guest who was welcomed in their home. 

Jan soon realized that her feelings of being a “fish out 
of water” in this setting were accurate; in fact, she did 
not understand the culture and was not eager to learn 
about the cultural norms that so disturbed her. Impor- 
tantly, she recognized that this prevented her from pro- 
viding the effective patient care that she desired. She left 
the position and moved to a more urban area in which 
she knew the cultural terrain. 

Although this was a sad chapter in Jan’s professional 
life, she grew from the experience in her understanding 
of the substantial influences of culture and its effects on 
the nurse-patient relationship. 


Middle-Range Theories of Nursing 


Middle-range theories are those that are neither overly 
broad nor narrow in scope, usually incorporating a lim- 
ited number of concepts and focus on a specific aspect of 
nursing. Middle-range theories are more focused than 
the theories described earlier and typically merge prac- 
tice and research. These theories are based in empirical 
research and are often embedded within a larger theory. 
Sometimes middle-range theories are developed from 
theory from disciplines other than nursing. Some well- 
known middle-range theories include Swanson’s Caring 
Theory, which was developed from her work with cou- 
ples experiencing miscarriage (Swanson, 1991). Mishel’s 
Uncertainty in Illness Theory was developed from 
studying men with prostate cancer who were “watchfully 
waiting” for disease progression rather than seeking 
aggressive treatment (Mishel, 1988). Jezewski’s Cultural 
Brokering Theory was developed from her qualitative 
research on the politically and economically powerless 
or those who were vulnerable as a function of advanced 
disease (Jezewski, 1995). You can see how close to prac- 
tice each of these theories are; they were each developed 
from a specific population and grew from the theorists’ 
research and experiences. 

More recently, Dobratz (2011) published a descrip- 
tion of a new middle-range theory of Psychological 
Adaptation in Death and Dying. Dobratz had noted that 


CONSIDERING CULTURE BOX 9.1 


Caring for Immigrants: Using Nursing 
Theory to Bridge the Cultural Gap 


The issue of immigration is important in today's world. 
Persons who have emigrated from other nations may 
pose challenges for providing nursing care to persons 
with whom you may share no language and have little 
understanding of the context of their lives. Yet your pro- 
fessional nursing ethic demands that you provide the 
same level of care as you do with other patients with 


whom you have more in common. How can the philos- 
ophies/frameworks/theories presented in this chapter 
be adapted to your practice in a way that will assist you 
in providing excellent care under these circumstances? 
What cultural barriers do you anticipate may be the 
hardest for you to overcome as you work with patients 
of varying cultural backgrounds? 


death and dying is a social phenomenon involving a wide 
range of human responses across a variety of settings 
from intensive care to hospices. She defined psycholog- 
ical adaptation in death and dying as “using spiritual 
and social resources, and managing physical symp- 
toms to maintain self-regulation” (p. 373). Importantly, 
Dobratz tied her middle-range theory back to the more 
theoretical and conceptual structure of the Roy adapta- 
tion model and has continued to develop her work in 
the context of the Roy model (Dobratz, 2014). Dobratz’s 
program of research spans a decade and demonstrates 
the importance of building on prior work to develop 
robust research studies that lead to theory development. 

Considering Culture Box 9.1 gives you the opportu- 
nity to consider how nursing philosophies, conceptual 
models, and theories may be helpful in addressing the 
complicated issues of care of immigrants whose lan- 
guage and culture may be different from yours. 


USING THEORY FOR NURSING 
EDUCATION, PRACTICE, AND RESEARCH 


These examples of nursing theoretical works illustrate 
the vital position of theory in nursing education, prac- 
tice, and research. To continue the forward movement 
of nursing and to improve the quality of nursing care, 
nurses must engage in theory-based practice, theory- 
testing research, and theory-generating research. Plan- 
ning educational curricula based on nursing knowledge 
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and theory is essential to further solidifying the founda- 
tions of nursing science. 


Theory-Based Education 


The curricula (courses of study) of schools of nursing are 
usually built on one or more specific conceptual models 
or concepts. In 1989 and then again in 2000, Bevis and 
Watson published a book detailing their view of nursing 
curricula, with the goal “to create a new curriculum- 
development orientation for nursing education” (p. 1) to 
humanize nursing education by recognizing that there 
are many different modes of knowing shaped by expe- 
rience and learning (Lewis et al., 2006). Later, Lewis 
and colleagues (2006) published their description of the 
development of a nursing curriculum that expanded the 
earlier theoretical work of Bevis and Watson. Sometimes 
students wonder why their coursework is set up a par- 
ticular way, sometimes asking, “Why do we have to take 
this class?” or “What use will this be later?” It is impor- 
tant that nursing students understand that a philosophy 
or a conceptual model shapes the curriculum of their 
school and the coursework they are undertaking. 

The nursing profession has evolved from an applied 
vocation dependent on knowledge from other disci- 
plines to its current stage of development, with its own 
knowledge base. This period of growth has stimulated— 
and been stimulated by—the development of the nurs- 
ing PhD degree, a research degree that generates new, 
discipline-specific knowledge. In PhD work, nurses are 
concerned with the philosophy of science—that is, the 
nature of knowledge and how it is known; the philos- 
ophy of nursing science and the generation of nursing 
knowledge; theory testing; and the development of new 
theory through research. The nurse who has earned the 
doctor of nursing practice (DNP) or an MSN degree 
may be a primary provider in advanced practice, going 
beyond the generic nursing process. These advanced 
practice nurses use theoretical perspectives focused on 
the patient for specific nursing outcomes. Many nurses 
conduct their first research studies as graduate students, 
focusing on nursing practice and the testing of nursing 
interventions with specific patient groups. 

The BSN nurse is introduced to the research process, 
evidence-based practice, and the use of theory to guide 
it. The research emphasis for bachelor’s-level students 
is on learning to critique nursing research, becom- 
ing informed consumers of research relevant to evi- 
dence-based practice. BSN nurses are also introduced 
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Philosophies of Schools of Nursing 


Many schools of nursing in colleges and universities 
describe the philosophical basis for their curriculum on 
their websites. Others include a mission statement that 
may indicate the school’s philosophical orientation. This 


information gives potential students at all levels of study 
an idea about the focus and goals of nursing education 
at that institution. Look up the website of your school 
and other colleges and universities, and compare their 
philosophies and mission statements. 


to theory through the curriculum at their school. Many 
curricula of BSN programs are based on a particular 
nursing theoretical perspective; others introduce stu- 
dents to a variety of nursing theoretical perspectives 
(Thinking Critically Box 9.1). Whether the curriculum 
is built around one or many nursing theoretical works, 
the focus for the BSN level is utilization and applica- 
tion of nursing theory as a guide for nursing practice. 
Associate degree nursing education programs may also 
use nursing theory to teach the unique perspectives of 
nursing. Nurses with associate degrees often find mid- 
dle-range theories, which are specific to patient care, 
useful in their practice. The importance of theory in 
four levels of nursing education is noted in Box 9.4. 


Theory-Based Practice 


Practice becomes theory-based when nurses intention- 
ally structure their practice around a particular nursing 
theory and use it to guide them as they use the nurs- 
ing process to assess, plan, diagnose, intervene, and 
evaluate nursing care. (You will learn more about the 
nursing process in Chapter 11.) Theory provides a sys- 
tematic way of thinking about nursing that is consistent 
and guides the decision-making process as data are col- 
lected, analyzed, and used in the planning and adminis- 
tration of nursing practice. Theory provides nurses with 
the tools to challenge the conventional views of patients, 
illness, the health care delivery system, and traditional 
nursing interventions. 

This introduction to some classic nursing theoreti- 
cal works can lead you to identify one or more theories 
that are consistent with your values. There are many 
other nurse theorists whose works are more recent and 
complex. In addition, substantial numbers of nurse 
theorists have developed middle-range theories that 


BOX 9.4 Use of Theory at Four Levels of 
Nursing Education 


PhD in nursing: Conducts theory testing and theory 
development research for nursing science develop- 
ment; frames practice, administration, or research in 
nursing works 

Doctor of nursing practice (DNP) or master of sci- 
ence in nursing (MSN): Frames advanced practice 
with a nursing model or theory; uses theory to guide 
research with practice questions 

Bachelor of science in nursing (BSN): Learns the nurs- 
ing perspective in a nursing model or theory-based 
curriculum or courses; uses models, theories, and 
middle-range theories to guide nursing practice 

Associate degree in nursing: May have a nursing 
model or theory-guided curriculum or courses; may 
be introduced to middle-range theories for nursing 
practice 


may be useful to you in specific areas of your practice 
as you develop your competence as a practitioner. With 
increased understanding and education, you can inte- 
grate the use of nursing theory in your practice. 

Nurses and, by extension, their patients, reap many 
benefits from theory-based practice. First, a function of 
understanding your theoretical orientation to practice, 
you will be able to explain your practice to other mem- 
bers of the health care team, sometimes as simply as “This 
is the way that I view this problem/situation.” Nursing 
theory provides language for you to explain what you do, 
how you do it, and why you do it. Second, this language of 
practice facilitates the transmission of nursing knowledge 
to you as students who are new to the profession, as well 
as to other health professionals. Third, theory contributes 
to professional autonomy by providing a nursing-based 
guide for practice, education, and research. Finally, nurs- 
ing theory develops your analytical skills, challenges your 
thinking, and clarifies your values and assumptions. 

Many nurses have developed their own ideas about 
nursing and continue to develop nursing assumptions 
based on education, experience, observation, and read- 
ing. Most nurses do not develop their own personal the- 
ories formally, even though their ideas influence the way 
they practice nursing. When you rely on your personal 
ideas or beliefs as a basis for practice, or when faculty 
members use their own ideas as a “framework for cur- 
ricula? the outcome is ineffective. Each of the philos- 
ophies, models, theories, and middle-range theories 


presented in this chapter has been critiqued, analyzed, 
and evaluated. Application of these works in your prac- 
tice with specific patient groups is an opportunity to fur- 
ther develop and test middle-range theories. 

As you engage in theory-based practice, remember 
to provide feedback to nurse researchers and theorists 
concerning your experiences. You can do this through 
a variety of social media sites, blogs, and microblogs, 
where you will find groups of nurses using, discussing, 
and refining the theoretical works that have been dis- 
cussed in this chapter. The Internet can be a powerful 
tool to keep you involved with nurses in practice far 
removed from your own location and practice setting. 
You can also assist these scholars and the discipline 
of nursing by developing manuscripts and submitting 
your experiences for publication, joining the many 
nurses who have discovered the benefits of theory- 
based practice. 


Theory-Based Research 


Great strides have been made in nursing research since 
the 1970s (Alligood, 2018). The expansion of grad- 
uate nursing education at the master’s level and the 
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proliferation of PhD and DNP programs have played a 
major role, as more nurses than ever before are equipped 
with the knowledge and skills to conduct research and 
implement its use in practice. Nursing research tests 
and refines the knowledge base of nursing. Ultimately, 
research findings enable nurses to improve the quality of 
care and understand how evidence-based practice influ- 
ences improved patient outcomes. 

Research is vital to the future of nursing, and the- 
ory is integral to research. Historically, an emphasis 
on method has overshadowed the subject of nursing 
research. In addition, many nurses have continued to 
use theories developed to address phenomena of interest 
in other disciplines—theories that do not view persons 
holistically or provide a nursing perspective. However, 
nurse researchers remain committed to the vital role of 
nursing theory in their research for knowledge devel- 
opment in their own discipline. These nurses are meet- 
ing the challenge of using nursing theory to structure 
nursing research that tests theory or that develops the- 
ory through the interpretation of data using qualitative 
techniques. You will be reading more about this in the 
following chapter. 


e Concept: Nursing philosophies, models, theories, 
and middle-range theories offer many perspectives 
on nursing, varying in their levels of abstraction 
and their definitions of four major concepts known 
as nursing’s metaparadigm: person, environment, 
health, and nursing. 

Challenge: Theory development is not a mysterious 
activity restricted to a few nursing scholars. It is 
an activity that combines education, knowledge, 
and skill. Theories provide an excellent basis for 
practice. 

e Concept: As nurses develop theories and test theories 
of nursing, the discipline moves forward in the devel- 
opment of its unique knowledge base. 

Challenge: The use of theory in practice creates 
opportunity for the best outcomes for patients 
because a guiding framework that makes sense 
supports care. 

e Concept: Nurses at every level of educational prepa- 
ration make scholarly contributions to the develop- 
ment and use nursing knowledge by questioning, 
reading, studying, networking, and writing about 
nursing practice. 


Challenge: Nurses can get caught up in the tasks of 
their practice and forget that nursing has a specific 
knowledge base and theoretical orientation that 
shapes their practice. 

e Concepts: Nurses in practice settings have invaluable 
insights and observations, thereby contributing to 
the knowledge base for nursing. Nursing theorists’ 
early work grew out of their clinical observations and 
experiences. 

Challenge: Theorists rely on practicing nurses to test 
clinical interventions and explore the usefulness 
of their theories. 

e Concept: Nurse theorists whose works were reviewed 
in this chapter, as well as others too numerous to 
include, have made significant contributions to the 
development of the unique body of nursing knowl- 
edge. 

Challenge: The development of theories continues. 
Nurses in practice add to the development and 
refinement of theory by being willing to write 
about their experiences and perspectives and to 
communicate with the researchers who continue 
to expand, clarify, and refine original theories. 
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1. Which philosophy/conceptual framework/theory/ 
middle-range theory introduced in this chapter 
appeals to you the most? Which ones describe nurs- 
ing similar to the way you think about nursing? What 
is it about these theories that makes sense to you? 

2. In thinking about the different examples of philos- 
ophy, conceptual frameworks, theories, and mid- 
dle-range theories, which will be the most useful to 
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LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

¢ Differentiate among bench, clinical, and translational 
science. 

¢ Describe the historical development of the scientific 
method. 

e Give examples of inductive and deductive reasoning. 

e Discuss the limitations of the scientific method 
when applied to nursing. 

¢ Differentiate between problem solving and research. 


The word science comes from the Latin word scire, “to 
know,’ and refers to knowledge gained by systematic 
study—research. Although science and research can 
be imposing concepts, they actually form the base of 
the discipline and profession of nursing. The purpose 
of this chapter is to help you understand nursing’s sci- 
entific base—the science of nursing—and the links 
among nursing practice, research, and science. Many of 
you who are studying this chapter are working toward 
completion of a bachelor’s degree of science in nursing 
(BSN); each of you is using nursing science to shape 
your practice. 

Mature professions have a strong scientific base, 
which both defines and is defined by the purposes of a 
profession. Florence Nightingale, whose work is detailed 
in Chapter 2, advanced the practice of nursing by both 
defining it clearly and providing scientific evidence of the 
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¢ List the steps in the research process. 

e Discuss contributions nursing research has made to 
nursing practice and to health care. 

e Describe the relationship of nursing research to 
nursing theory and practice. 

¢ Identify sources of support for nursing research. 

e Discuss the roles of nurses in research at various 
levels of education. 

e Define evidence-based practice. 


outcomes of excellent nursing care in the Crimea. Fig. 
10.1 shows her careful documentation of the improve- 
ment in morbidity and mortality rates among soldiers 
in Bulgaria and the Crimea over a course of a year. In 
the mid-20th century, scholars and researchers realized 
that nursing could achieve a high level of professional 
status only to the extent that the discipline was based on 
a scientific body of knowledge unique to nursing. As a 
result, nursing researchers began developing knowledge 
unique to nursing, and nursing theorists began develop- 
ing theories and testing them. Theory and research are 
the foundations of scientifically based nursing practice. 

At the same time, nurses realized that professionaliza- 
tion of patient care practices was also needed. Until that 
time, nurses relied on traditional techniques to manage 
common patient problems. More unusual problems were 
often managed by trial and error or intuition. However, 
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Fig. 10.1 Florence Nightingale’s careful detailing of mortality statistics in the Crimean War demonstrated the 
effectiveness of nursing care in 1855. The area of each wedge is proportional to the statistic being repre- 
sented. The wedges closest to the center (appearing as yellow) represented deaths from wounds; the largest 
wedges (appearing as green) represented deaths from contagious diseases such as cholera and typhus; and 
middle wedges (brown) represented deaths from other causes. (Originally from Nightingale’s book Notes on 
Matters Affecting the Health, Efficiency and Hospital Administration of the British Army, published in 1858.) 


these were no longer acceptable ways to care for patients. 
The momentum toward evidence-based practice was 
developing, which required nurses to base their care and 
activities on research-based knowledge, in addition to 
their clinical expertise and patient preferences. The devel- 
opment of evidence-based practice necessitates a strong 
link between the work of nurse researchers and nurses in 
practice. The development of the nursing process became 
a means of adapting a scientific framework to the manage- 
ment of patient care so that nurses were no longer depend- 
ing on hit-or-miss techniques but were shaping care in 
direct response to the individual needs of the patient. The 
nursing process is presented in depth in Chapter 11. 


Furthermore, the American Nurses Credential- 
ing Center (ANCC) Magnet Recognition Program, 
described in Chapter 3, includes in its Magnet Model 
a requirement for “New Knowledge, Innovation, 
and Improvements” (Wise, 2009). Inclusion of this 
requirement for hospitals seeking to attain Magnet 
status underscores the importance for nursing to be 
responsible for the development, maintenance, and 
application of its own professional scientific knowl- 
edge base. The Magnet Model requires that initiatives 
and leadership for nursing research reside with clini- 
cal nurses, not nurse managers or others in adminis- 
trative positions. 
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SCIENCE AND THE SCIENTIFIC METHOD 


Science is research based on one or more past sci- 
entific achievements or accomplishments that are 
acknowledged by the scientific (academic) community 
as providing a foundation for further study or practice 
(Kuhn, 1970). Good science—that which contributes 
to the knowledge bases of a discipline—requires that 
research be based on the previous work of others in 
the same academic discipline or be related to work of 
others from other disciplines. This is a safeguard to 
ensure that knowledge development is based on sound 
principles and theory rather than simply the product 
of a creative idea that is not based on any known sci- 
ence. Sound science and creativity are not mutually 
exclusive; creativity has led to many interesting and 
useful research developments that in turn guide nurs- 
ing practice. 

Science has three distinct divisions: natural, social, 
and formal sciences. Natural sciences include disciplines 
such as biology, chemistry, and physics. Social sciences 
such as economics, sociology, anthropology, and his- 
tory are focused on aspects of the human experience. 
Formal sciences include logic, systems theory, statistics, 
and mathematics and are concerned with formal sys- 
tems—sets of axioms, definitions, and rules—to create 
knowledge. 

Each academic discipline has its own specific sci- 
entific community, meaning that nurse researchers 
and scholars acknowledge and judge scientific devel- 
opments in nursing. Common to research in all disci- 
plines, however, is the use of an orderly, systematic way 
of thinking about and solving problems. This systematic 
way of thinking is traditionally known as the scientific 
method, used by scientists for centuries to discover and 
test facts and principles. The history of the development 
of the scientific method is complex; however, Sir Fran- 
cis Bacon (1561-1626) is widely considered the father of 
today’s scientific method. 

The traditional form of “doing science” requires 
standardized experimental designs with hypotheses, 
measurable variables and outcomes, and statistical anal- 
yses. This form of inquiry is sometimes referred to as 
quantitative research, because variables are measurable 
(quantifiable). This type of research requires that subjec- 
tivity and bias are minimized. Bias refers to the system- 
atic distortion of a finding from the data, often resulting 
from a problem with the sample—that is, the persons 
being studied. For instance, if you wanted to test an 


intervention focusing on the benefits of early mobility 
after abdominal surgery, your sample should include a 
wide age range of patients. If you included, for instance, 
only young patients—who, because of their age, are 
likely to be in otherwise good health and thus are likely 
to get out of bed soon after surgery—your results may 
be biased; that is, they show more benefit than the inter- 
vention actually delivers because your sample is nar- 
rowly confined to younger patients. You introduced bias 
through your sampling strategy. 

Because nursing is interested in human phenomena 
(events or circumstances) that might not be best stud- 
ied using traditional quantitative research techniques, 
a significant number of noted researchers in nursing 
use a different approach to explore human responses 
in health and illness. This approach is known as qual- 
itative research, because there are no variables being 
manipulated; rather, qualities of the human experience 
are described and interpreted. Manipulation of variables 
is not a goal in this type of research; the systematic and 
detailed description and interpretation of phenomena 
are the goals. 

Qualitative research, also known as _ naturalistic 
inquiry or interpretivism, relies on data collection tech- 
niques such as narrative interviews and participant 
observation, among others. These techniques are known 
as “field work,” where the researcher spends much time 
in the setting where the phenomenon occurs. Examples 
of phenomena studied by qualitative researchers include 
women’s responses to intimate partner violence, fatigue 
related to human immunodeficiency virus infection, 
women’s experiences of pregnancy when the fetus has 
been diagnosed with a serious defect, and the adjust- 
ment by elders to living in a skilled nursing facility. 
Qualitative methods are commonly used in the social 
sciences, where measurement of phenomena may not 
be possible or even acceptable in terms of understand- 
ing the human experience. Several types of inquiry are 
commonly identified with naturalistic inquiry; ethnog- 
raphy, phenomenology, and grounded theory are the 
most familiar. 

A combination of quantitative and qualitative meth- 
odologies is known as mixed-methods research, a 
means of examining phenomena of interest using a 
variety of data collection techniques and analyses. 
Regardless of type of methods, all good research has a 
theoretical basis and is carried out in a systematic, dis- 
ciplined way that furthers the development of a disci- 
pline’s knowledge base. 


Basic, Clinical, and Translational Science 
Traditionally, scientists divided scientific knowledge 
into two categories: pure and applied. Pure science or 
pure research, sometimes referred to as bench science, 
summarizes and explains the universe without regard 
for whether the information is immediately useful. 
When Joseph Priestley discovered oxygen in 1774, he 
did not have an immediate use for that information. 
Therefore that discovery could be classified as pure 
science—that is, information gathered solely for the 
sake of obtaining new knowledge. Applied science is 
the practical application of scientific theory and laws. 
Applied science is usually referred to as clinical science 
now—taking to the patient’s bedside those findings 
that may be useful in curing, managing, or preventing 
diseases or managing symptoms. For instance, when 
Priestley discovered oxygen more than 240 years ago, 
he had no idea that one day this elemental substance 
would be used as a therapy under pressure (as hyper- 
baric oxygen therapy) in the treatment of air emboli, 
decompression sickness, myonecrosis (gangrene), and 
other wounds. 

More recently, however, scientists have recognized 
the importance of a third type of research—transla- 
tional research—that serves as a conduit between the 
“bench and the bedside.” Translational research takes 
the findings in the laboratories and develops them for 
use at the bedside. In turn, translational research takes 
the findings from clinical research done at the bedside 
to ask new questions and to direct new research at the 
bench level. 

In 2006 the National Institutes of Health (NIH), 
an agency of the U.S. Department of Health and 
Human Services and the largest source of public 
funding for health-related research, launched an 
initiative known as the NIH Common Fund. The 
Common Fund supports “short-term, goal-driven 
strategic investments” that are “transformative, cat- 
alytic, synergistic, cross-cutting (across NIH centers 
and institutes), and unique” (NIH, 2018). The Com- 
mon Fund has supported a series of high-impact 
programs across the NIH in an effort to enhance 
the way that American biomedical research is con- 
ducted, making it more streamlined and flexible in 
responding to the health needs of society, while still 
maintaining the high standards required of excellent 
scholarship and science. 
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Inductive and Deductive Reasoning 


Research requires the use of one of two kinds of logic: 
inductive reasoning or deductive reasoning. In inductive 
reasoning, the process begins with a particular experi- 
ence and proceeds to generalizations. Repeated obser- 
vations of an experiment or event enable the observer 
to draw general conclusions. For example, a researcher 
may be interested in the experiences of women who 
participated in centering, a form of group prenatal care. 
After interviewing 25 women who had this form of care 
and finding a generally positive response, inductive rea- 
soning may lead the researcher to infer that this is an 
acceptable intervention for pregnant women, based on 
the responses from this small sample of women. Note 
that the research did not address the effectiveness of 
centering prenatal care, but determined that at least 
for this sample of women, their responses to centering 
were generally positive. This type of inferential reason- 
ing leads to the development of probabilities but not 
certainties, unless every single woman who received 
centering prenatal care was included in the research—a 
study that would be impossible to conduct. 

One of the important uses of research that uses an 
inductive approach is that inferences are made that lead 
to further research. For instance, the researcher studying 
centering prenatal care finds that most women experi- 
enced this form of care as acceptable, but also that sev- 
eral mentioned they would appreciate some one-to-one 
time with a provider to discuss more personal matters. 
From the findings in the original study, the researcher 
can develop an intervention and test it against the usual 
standards of care. In this case three different forms of 
care could be tested: centering only, centering with pro- 
vider time (based on the responses of several women in 
the original qualitative study), and usual care as typically 
provided in the clinical setting. Note that the research 
still is focused on the acceptability of care, not the effec- 
tiveness of care. The extent of acceptability can be mea- 
sured and have meaningful results. 

Scientists also use deductive reasoning, a process in 
which conclusions are drawn by logical inference from 
given premises. Deductive reasoning proceeds from the 
general case to the specific. For example, if the premises 
“All pregnant women benefit from centering prenatal 
care” and “Ms. Foster is a pregnant woman” are accepted, 
the conclusion “Ms. Foster will benefit from centering 
prenatal care” can be drawn. It may be entirely possible, 
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however, that Ms. Foster, although pregnant and need- 
ing prenatal care, may have specific needs not amenable 
to centering care and will not benefit from receiving care 
in a group setting. In deductive reasoning, the premises 
used must be correct or the conclusions will not be. 
The faulty premise in this example is that “All pregnant 
women will benefit from centering prenatal care.” 

Conclusions drawn through deductive processes are 
called valid rather than true. Valid is a term meaning 
“soundly founded, whereas true means “in accordance 
with the fact or reality” (Flexner et al., 1980). It is possi- 
ble for a conclusion to be solidly founded without being 
true for everyone. There is a subtle but real difference 
between the words valid and true. For example, the 
premise that women benefit from centering care may be 
valid; this is soundly founded in the original findings of 
the researcher who interviewed 25 women. What is not 
true, however, is that all women benefit from centering 
care. The premise is valid but not true in all cases. 

As seen by these examples, neither inductive nor 
deductive processes alone are adequate. If scientists 
used only deductive logic, experience would be ignored. 
If they used only inductive logic, relationships between 
facts and principles could be overlooked. A combination 
of both types of reasoning processes in science unifies 
the theoretical and the practical, which is the basis for 
the scientific method and research. 


Limitations of the Strict Definition of 


Scientific Method in Nursing 

The traditional scientific method used by quantitative 
researchers has considerable value, and it has been used 
by nurse researchers to address a wide range of nursing 
problems. However, the scientific method as implemented 
exclusively with quantitative techniques has limitations 
when applied to phenomena of interest to nursing. 

The first and most obvious drawback is that health 
care settings are not comparable with laboratories. Cer- 
tain phenomena of interest to nurses are not amena- 
ble to study in a laboratory setting and in fact are not 
amenable to study in tightly controlled circumstances. 
For instance, in the discussion of inductive/deductive 
logic regarding centering prenatal care, measurement 
of women’s experiences and reactions to this method of 
care is not possible in the laboratory setting by conven- 
tional measures. The phenomenon of pregnancy care 
may be of great interest to perinatal nurses; however, 


the systematic examination of this intervention and the 
measurement of outcomes may not be a particularly 
good fit with the laboratory setting. Women’s reaction 
to this form of care is a human response that occurs 
in real-world settings. Research techniques associated 
with qualitative research may be more appropriate to 
the aims of this research. Note that the term naturalistic 
inquiry is sometimes used in place of qualitative research 
to refer to the examination of phenomena that occur in 
the “real world” as opposed to the laboratory setting or 
in research where variables are controlled. 

Second, human beings are far more than collections 
of parts to be dissected and subjected to examination 
or experimentation. A criticism of methodology that 
relies solely on measuring attributes of people is that it 
is “reductionistic”; that is, the richness of human expe- 
rience is reduced to variables that can be measured. 
Conversely, a strength of nursing is its holistic view of 
patients. Because humans are complex organisms with 
interrelated parts and systems, the scientific method 
loses much of its usefulness in the examination of com- 
plex human phenomena. 

A third limitation of the scientific method as the 
only approach to solving patient problems is its claim 
to objectivity (freedom from bias); it fails to consider 
the meaning of patients’ own experiences—that is, their 
subjective view of reality. Nurses are keenly aware, how- 
ever, that patients’ perceptions of their experiences (sub- 
jective data) are just as important as objective data and 
may have significant effects on their health behaviors. 
Again referring to the centering prenatal care example, 
assume that a well-designed, reliable, and valid instru- 
ment (such as a questionnaire) can measure Ms. Fos- 
ter’s satisfaction with this form of care. One month after 
giving birth, her satisfaction scores are higher than they 
were when she was pregnant, thus it appears that she is 
satisfied from the centering care. However, this approach 
fails to take into consideration the complex changes one 
undergoes when becoming a mother, and Ms. Foster’s 
higher scores may represent something completely dif- 
ferent from her satisfaction with her care—her happi- 
ness in being a new mother or her relief that she is not 
pregnant anymore. There may be many reasons she is 
now scoring higher on satisfaction with this form of pre- 
natal care. The questionnaire by itself may not capture in 
its entirety the nuances of the experience of Ms. Foster’s 
centering prenatal care in light of her new motherhood. 


NURSING RESEARCH: IMPROVING CARE 
OF PATIENTS 


If you are a college or university student, you may have 
been introduced to research through your basic psychol- 
ogy or sociology courses, or you may have participated 
in professors’ research on your campus. Although some- 
times these projects involve interesting experiments, in 
some cases the only type of research to which you may 
have been exposed used surveys or questionnaires to 
collect data. This kind of introduction to research may 
lead you to wonder what research has to do with your 
ability to care for patients. 

The rest of this chapter describes some basic concepts 
of nursing research. The purpose is to introduce nurs- 
ing research, demonstrate its merit, and provide a basic 
vocabulary. The ultimate goal is for nurses to partici- 
pate in the research process and apply research findings 
to clinical practice. This is a key component of what is 
known as evidence-based practice. 

Nursing research is the systematic investigation of 
phenomena related to improving patient care. Ideas 
for nursing research often arise from nurses’ clinical 
observations. Although a research topic may be new 
and innovative, much can be gained from choosing 
research problems that are connected to work already 
done, thereby building the body of knowledge of nurs- 
ing. A problem may be amenable to being addressed by 
research if these criteria are met: 

1. A conceptual framework exists or can be constructed 
from research that already has been done; that is, the 
researcher's ideas about the problem fit logically and 
align with what is already known about the topic. 

2. The proposed research project is based on related 
research findings published in professional peer- 
reviewed journals or is supported by similar ongo- 
ing research in other settings or disciplines, thereby 
building nursing knowledge. 

3. The proposed research is carefully designed so that 
the results will be applicable in similar situations or 
will generate hypotheses for further research and 
testing. 

In addition to building nursing knowledge, studies 
building on previous work are more likely to receive 
financial support. Research can be expensive and some- 
times requires funding beyond what one nurse, hospital, 
or university can supply. Small projects such as survey 
research may not be prohibitively expensive, especially 
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if the sample (the persons in the study) is not large or if 
the survey can be completed online. Many hospitals and 
professional nursing organizations have funds available 
for small projects to encourage nurses in practice to do 
research. 

Nurses who want to do large, expensive research 
studies will find it necessary to obtain outside (exter- 
nal) funding or compete with other aspiring researchers 
for limited internal (from within the agency) funding. 
Therefore to receive funding, nurses must do research 
that interests others, has demonstrated significance, and 
has support from reviewers who examine the proposed 
research for the specific funding agency and make rec- 
ommendations about whether or not to fund it. 

Furthermore, research that is not based on or is not 
related to previous foundational work may have inad- 
vertent violations of human participants’ rights. In other 
words, it is hard to justify asking people to participate in 
research if there is no real connection to previous work 
or theory that supports the idea that an intervention 
works or a problem is significant. Researching or testing 
an intervention in humans just to see whether it works 
or that “seemed like a good idea” ignores potential short- 
comings or may fail to anticipate problems if adequate 
foundational work is not done before instituting the 
research. In fact, such research will not receive approval 
from a federal human participants’ review board if sig- 
nificant linkages with previous research are not demon- 
strated. This review board (commonly known as the 
institutional review board) approval must occur before 
any research involving humans is undertaken. 

Thus, although nursing research may be broadly 
defined as anything that interests nurses and helps them 
provide better care, controversy exists over what can 
legitimately be included. When considering a research 
question, nurse researchers consider the practical issues 
of background and financial support. An important 
source of funding and support for nursing research is the 
NIH’s National Institute of Nursing Research (NINR), 
which in 2020 will celebrate its 35th year of existence. 
NINR notes that nursing research functions to “build 
the scientific foundation for clinical practice; prevent 
disease and disability; manage and eliminate symptoms 
caused by illness; and enhance end-of-life and palliative 
care’ (NINR, 2016). To advance the science of health, 
NINKR has identified four strategic areas in which it will 
invest. These highlights from the NINR Strategic Plan 
are included in Box 10.1. 
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Research is different from problem solving. Prob- 
lem solving is specific to a given situation and is 
designed for immediate action, whereas research is 
generalizable or transferable to other situations and 
deals with long-term solutions rather than immedi- 
ate ones. For example, Mrs. Abney, an 80-year-old 
woman with Alzheimer’s disease, is a resident in a 
skilled nursing facility and is often found wandering 


BOX 10.1 National Institute of Nursing 


Research: Strategic Plan 


The mission of the National Institute of Nursing Re- 
search (NINR) is to promote and improve the health 
of individuals, families, communities, and populations. 
The Institute supports and conducts clinical and basic 
research and research training on health and illness 
across the life span to build the scientific foundation for 
clinical practice and to improve persons’ quality of life in 
all stages of life, and spanning populations and settings. 
NINR seeks to advance nursing science by supporting 
research on the science of health, which focuses on the 
promotion of health and quality of life. 

The current areas of scientific focus by NINR are: 
Symptom science: Promoting personalized health 
strategies 
Wellness: Promoting health and preventing illness 
Self-management: Improving quality of life for individ- 
uals with chronic conditions 
End-of-life and palliative care: The science of compas- 
sion. 


From the National Institute of Nursing Research: The NINR 
strategic plan: Advancing science, improving lives. Bethes- 
da, MD, 2016. National Institutes of Health (NIH). Available 
at https://www.ninr.nih.gov/sites/files/docs/NINR_Strat- 
Plan2016_reduced.pdf. 


TABLE 10.1 


Characteristic Research 


Type of problems 
addressed 
Conceptual basis 


Significant number of people affected or significant 
impact on smaller number of people 
Theoretical framework; keys to researching the 


the halls unable to find her way back to her room. This 
is distressing to her and time consuming for the nurs- 
ing staff who help her find her way “home.” A nurse 
notices that Mrs. Abney has no difficulty recognizing 
her daughter, so she tapes a photograph of the daugh- 
ter to Mrs. Abney’s door. Now Mrs. Abney can find her 
room easily. She is less agitated, and the nursing staff 
time can be spent elsewhere. 

Mrs. Abney’s case is an example of problem solving, 
an effective intervention in one set of circumstances that 
has immediate application. However, the solution that 
worked for Mrs. Abney may not work for all confused 
patients. In fact, it may not continue to work for Mrs. 
Abney as her cognitive abilities decline further. Remem- 
ber that nursing research was developed in response to 
the professional and scientific mandate that nursing care 
be based on evidence and not simply on trial and error. 
Occasionally, creative problem solving such as that of 
Mrs. Abney’s nurse is required on a per-case, situational 
basis. But this sort of trial-and-error problem-solving 
approach is not adequate to base one’s professional prac- 
tice in a substantial and sustained way. Table 10.1 con- 
trasts research and problem solving. 


EVIDENCE-BASED PRACTICE: EVIDENCE, 
EXPERTISE, PATIENT PREFERENCE 


The best efforts of nurse researchers are pointless unless 
nurses make use of their research findings to improve 
patient care in their day-to-day practices. Patients have 
become more knowledgeable consumers of health care, 
and nurses must ensure that they provide the latest and 
best available care. One way to ensure positive patient 
outcomes is through evidence-based practice. 


Comparison of Research and Problem Solving 


Problem Solving 
Situation specific 


Often none; trial and error 


problem found in previous research 


Knowledge base needed 
thinking and research 


Scope of application 


Extensive review of literature to determine latest 


Generalizable or transferable to similar situations 


Practical knowledge, common 
sense, and experience 

Useful in immediate situation; 
may or may not be useful in 
other situations 


Evidence-based practice (EBP) is defined as an 
approach to the delivery of health care that “integrates 
the best evidence from [research] studies and patient care 
data with clinician expertise and patient preferences and 
values” (Melnyk et al., 2009, p. 49). The development of 
EBP is credited to the work of Archie Cochrane, a Brit- 
ish epidemiologist. His work ultimately was reflected in 
the development of the Cochrane Library, which holds 
the Cochrane Database of Systematic Reviews. Systematic 
reviews are important means of reviewing data collec- 
tively across a number of studies. Clinicians and schol- 
ars recognized that practice was improved when critical 
appraisal of the best evidence is the foundation for prac- 
tice (Cleary-Holdforth and Leufer, 2008). 

In nursing, EBP requires that you be aware of research 
that supports specific interventions (Alfaro-LeFevre, 
2006; Melnyk et al., 2009). Basing one’s practice on 
published work or reliable texts is an element of critical 
thinking and a good means of improving clinical judg- 
ment. Focusing on evidence of effective interventions is 
a good means of preventing one’s practice from deteri- 
orating into routine or traditional care based on what 
has always been done without concern for advances in 
care. Taking continuing education courses, attending 
professional conferences, reading journals, and main- 
taining membership in professional organizations are 
good ways of staying current and keeping aware of new 
evidence of best practices. 

Evidence-based practice, however, requires more 
than simply knowing what the research shows. Clinician 
expertise and patient preferences are equally important 
in determining best practices. Sometimes nurses do 
not realize the importance of these two prongs of the 
requirement for practice to be evidence based. The issue 
of patient preference became an important one in the 
early days of human immunodeficiency virus (HIV) 
antiretroviral treatments, which at the time were very 
complicated regimens that sometimes required patients 
to set an alarm clock to wake themselves in the mid- 
dle of the night to take their scheduled medications. 
These were very effective medications; there was a great 
deal of scientific research to demonstrate they worked 
to decrease the patient's viral load and extend survival. 
Furthermore, infectious disease providers had tremen- 
dous expertise in managing HIV and prescribing effec- 
tive medication regimens. 

So what happened? Many patients simply could not 
follow the complex routines these regimens required. It 
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was not that they did not want to get better; it was simply 
that the regimens altered the way they lived their lives 
so much that sustaining these complex schedules was 
untenable. This reality led to the development of drugs 
in which doses could be given at longer intervals and 
some drugs could be given in combination. Research 
evidence, clinician expertise, and patient preference for 
more manageable treatment regimens meant that HIV 
could be managed much more effectively. Patient prefer- 
ence had been the “missing link” in the equation. 

Questions regarding best practices are raised daily 
by nurses in direct patient care roles. Nurses in practice 
commonly question procedures and routines, asking 
whether there is a better way to achieve the outcomes 
of patient care. Most nurses in bedside practice are not 
equipped to study those questions; however, answers 
may already be available in the nursing literature. An 
important focus of professional nursing education is 
to learn how to seek out and critique research find- 
ings to implement best practices in one’s own nursing 
practice. One way to streamline the process of exam- 
ining research literature is a process known as PICO, 
an acronym for a four-step process: P—population of 
interest, I—intervention, C—comparison, O—outcome 
(Cleary-Holdforth and Leufer, 2008). Often T—time is 
added to the acronym. By using PICOT as a framework, 
you can eliminate research that is not specific enough 
to the particular problem or intervention you are inter- 
ested in. Table 10.2 details the elements of the PICOT 
process with an example of pain management in pre- 
school children after uncomplicated abdominal surgery. 
By using the PICOT format, evidence addressing pain 
management in other populations could be eliminated, 
such as pain management in elderly patients after hip 
fracture. PICOT is a way of focusing your search for evi- 
dence. 

Some research carries more weight than others in 
terms of immediate change in practice. Well-executed 
randomized controlled trials, long considered the gold 
standard in research, carry much weight in determining 
a change in practice; however, descriptive or qualitative 
studies may inform practice. This means that the find- 
ings from a descriptive study may suggest that further 
research needs to done or an intervention needs to be 
developed and tested. For example, suppose a hospice 
nurse notes that the families of terminally ill patients 
appear to become increasingly anxious about pain 
symptoms in the evenings, evidenced by an increase in 
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TABLE 10.2 PICOT as a Tool for Evaluating Interventions 


You are concerned by the lack of adequate pain management for preschool children on your pediatric surgery unit: 
P Population of interest (patient group 
with which you want to intervene) 
Intervention (a new idea or practice that 
you are interested in implementing) 


Children aged 2-5 after uncomplicated abdominal surgery 


Quiet environment; presence of a parent or other family 
member; scheduled pain medicine administration rather 
than as needed (PRN) 

No accommodations in environment; parental presence is 
common; pain medication given on PRN basis as evidenced 
by child crying or parent report that child is in pain 

Patients will have better pain management, which allows them 
improved sleep, increased mobility, and faster healing 


Comparison (what is already being done) 


Outcome (the goal of interventions 
with the population) 


Time (the time frame in which the 
patient problem is relevant) 


For 48 hours postsurgery 


BOX 10.2 Sigma Theta Tau International Position Statement on Evidence-Based Nursing 


As a leader in the development and dissemination of 
knowledge to improve nursing practice, the Honor Soci- 
ety of Nursing, Sigma Theta Tau International, supports 
the development and implementation of evidence-based 
nursing. The society defines EBN [evidence-based nurs- 
ing] as an integration of the best evidence available, 
nursing expertise, and the values and preferences of the 
individuals, families, and communities who are served. 
This assumes that optimal nursing care is provided when 
nurses and health care decision-makers have access to a 
synthesis of the latest research, a consensus of expert 
opinion, and are thus able to exercise their judgment as 
they plan and provide care that takes into account cultural 
and personal values and preferences. This approach to 


nursing care bridges the gap between the best evidence 
available and the most appropriate nursing care of individ- 
uals, groups, and populations with varied needs. 

The society, working closely with key partners who 
provide information to support nursing research and EBN 
around the world, will be a leading source of information 
on EBN with an integrated cluster of resources, products, 
and services that will foster optimal nursing care global- 
ly. The society, along with its strategic partners, will pro- 
vide nurses with the most current and comprehensive 
resources to translate the best evidence into the best 
nursing research, education, administration, policy, and 
practice. 


From Sigma Theta Tau International (STTI): Position statement on evidence-based nursing, 2005. Available at https://www.sigma- 
nursing.org/why-sigma/about-sigma/position-statements-and-resource-papers/evidence-based-nursing-position-statement. 


phone calls to the on-call nurse after 7 p.m. Interestingly, 
the patients do not seem to be reporting increased pain. 
The hospice nurse consults the research literature and 
finds numerous descriptions of this same phenomenon 
described several times, but no tested interventions are 
reported. The nurse, who happens to be a graduate stu- 
dent in a local school of nursing, has identified an inter- 
esting topic for her doctor of nursing practice (DNP) 
project—identifying ways to decrease families’ anxiety 
so that they may spend quality time with their family 
member. 

Sigma, formerly Sigma Theta Tau International, has a 
long history of support of nursing research and dissemi- 
nation of research findings. This association has adopted 


a position statement on evidence-based nursing (EBN) 
that demonstrates the importance of EBP to its mem- 
bers. Although this position statement was written in 
2005, it still appears on the Sigma website as one of their 
active positions. Note that this statement refers to EBN, 
as opposed to evidence-based practice. This reflects 
early discussion about semantic differences between 
EBN and EBP. EBP is now typically used in nursing, 
which is consistent with other practice disciplines; you 
can read this position statement in Box 10.2. Drs. Berna- 
dette Melnyk and Ellen Fineout-Overholt have written 
extensively about EBP in nursing. The American Journal 
of Nursing (AJN), starting in November 2009, published 
a series of articles every 2 months, “Evidence-Based 


Practice: Step by Step,” from the Arizona State Univer- 
sity College of Nursing and Health Innovation’s Center 
for the Advancement of Evidence-Based Practice. The 
purpose of this series was to give nurses in practice the 
tools they need to implement EBP and remains applica- 
ble to today’s nurses (Melnyk et al., 2009). 


THE RESEARCH PROCESS 


The research process used by nurses is the same process 
used in any other scientific endeavor; nursing research, 
however, focuses on patients’ responses amenable to 
nursing care. Research starts with a problem: an obser- 
vation that something related to practice or patients’ 
responses needs to be addressed. This may be a newly 
recognized problem that needs an innovative solution. 
The problem may have been addressed by researchers 
previously, but the research is insufficient or the findings 
are inconsistent, unclear, or conflicting. When the need 
for more information exists, or information is unclear 
or conflicting, research is the means to resolve, clarify, 
or inform. 

Whether using quantitative or qualitative tech- 
niques or mixed methods, all research must be rigor- 
ously planned, carefully implemented, and analyzed 
meticulously. Therefore most research follows a formal 
order known as the research process. Students in BSN 
programs often take a semester-long course in nurs- 
ing research in which both qualitative and quantitative 
methods are described, so this chapter will attempt only 
a brief introduction to the research process. Steps in the 
research process will be presented briefly and include 
the following: 

Identification of a researchable problem 

Review of the literature 

Formulation of the research question or hypothesis 
Design of the study 

Implementation of the study 

Drawing conclusions based on findings 

Discussion and/or clinical implications 
Dissemination of findings 


OOS GY ee 


Identification of a Researchable Problem 


Researchable problems generally come from three 
sources: clinical situations, the literature, or theories. 
The word researchable is used specifically, because not 
all problems are researchable; sometimes a problem may 
occur too infrequently or pose such ethical challenges 
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that conducting research on the problem is not feasi- 
ble. Clinical situations are rich sources for researchable 
problems, and nurses are in a prime position for iden- 
tifying problems and issues for research. For instance, 
a common issue among nurses in gerontologic settings 
is the propensity for some elderly patients to wander 
and risk getting lost or injured. There are several issues 
related to this problem, including characteristics of 
patients who tend to wander, time of day this occurs, 
staffing issues, and medications. Is the nurse seeking 
to identify patients at high risk for wandering, or is the 
nurse more interested in preventing nighttime wander- 
ing, specifically? A nurse who has identified a clinical 
problem that may be amenable to research will have a 
number of questions to consider while formulating the 
research. Streamlining the problem into a researchable 
question is a primary goal early in the research process. 

Second, sometimes researchers become interested in 
a problem because someone else has published research 
findings about the problem from their own study. The 
researchers may decide to replicate (repeat) the pub- 
lished study or may design a similar one to test part of 
the original study in a new way. For example, suppose 
that the nurses in the previous scenario read an arti- 
cle in a professional journal reporting findings from 
a research study testing an innovative intervention to 
minimize wandering among elderly patients, and the 
intervention was found to be effective. In a discussion 
at their staff meeting about the article, one of the nurses 
suggests that this approach may not work on this unit 
for several reasons. The nurses decide to consult with a 
nurse researcher at the local university to discuss rep- 
licating the study on their unit to determine whether, 
in fact, this innovative intervention will work under the 
conditions in place here or to determine what prevents 
the intervention from working. 

The third source of research problems—theory— 
relates to testing theoretical models. In Chapter 9, you 
read about several types of nursing theory that have 
been developed. Theoretical models are designed to 
predict patients’ responses to nursing actions; whether 
a model actually does predict patients’ responses can 
be tested through research. The researcher can create 
certain conditions and determine whether, in fact, the 
events happen as predicted by the theoretical model. 
Again consider the nurses on the gerontology nursing 
unit. Suppose that one of the nurses who has a psychi- 
atric nursing background noted that some psychiatric 
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patients will wander, but using Peplau’s theory of inter- 
personal relations as the basis for their psychiatric prac- 
tice, the nurses on the unit found that patients who 
formed excellent relationships with their primary nurses 
were the least likely to wander. The gerontology nursing 
staff decided to test this theory in their elderly patients, 
using Peplau’s theoretical model as a basis for their 
intervention, predicting that the formation of a trusting 
relationship between patient and primary nurse would 
result in less nighttime wandering among patients with- 
out cognitive impairment. 


Review of the Literature 


Once a problem is identified, researchers must review 
the current literature to see what has been published 
about the topic. A review of the literature (ROL) is com- 
prehensive and covers all relevant research and support- 
ing documents to support the research. Completing a 
thorough ROL requires a great deal of searching and 
detective work, made much easier with sophisticated 
search engines and tools. A major study with many parts 
requires huge review efforts, usually involving multiple 
investigators (researchers) in the work to make sure that 
the literature review is comprehensive and reflects the 
current state of the science. A research librarian can be 
extremely helpful in determining search terms to ensure 
that the literature review is thorough and comprehen- 
sive. 

The ROL is essential to locate similar or related stud- 
ies that have already been completed and on which a 
new study can build. The review is helpful in creating a 
conceptual framework, or organization of supporting 
ideas, on which to base the study. The ROL addresses the 
question, “What have other researchers and theorists 
written about this problem?” Sometimes the literature 
review causes the researcher to rethink or reconceptual- 
ize the initial problem, especially if the problem has been 
studied a variety of ways or if findings in other work are 
unclear, statistically insignificant, or ambiguous. 

Nursing as an academic discipline is relatively young 
in comparison with other disciplines such as medicine, 
and the humanities and social sciences, such as history, 
sociology, and anthropology. Because nursing has a 
holistic view of patients and problems, and the nursing 
literature may not be sufficiently broad, often the ROL 
has to include research outside of the discipline of nurs- 
ing. For instance, if a researcher is interested in a phe- 
nomenon such as perinatal loss, an ROL must include 


what has been written in nursing about the phenome- 
non of perinatal loss, including all aspects such as early 
and late miscarriage, stillbirth, and elective termination. 
However, because this is a subject that has many social, 
ethical, and psychological issues at stake, a thorough 
ROL would include literature from sociology, anthropol- 
ogy, ethics, and psychology. In addition, the researcher 
would review literature from the medical field, such as 
maternal-fetal medicine and reproductive genetics. 

As the researcher reviews the literature, he or she will 
find that other researchers commonly cite some specific 
papers. These “classics” in research, despite being older 
papers, have a place in a new ROL. Otherwise, most 
researchers find that literature published within the past 
5 years tends to be adequate. Although reviewing liter- 
ature can seem tedious, it is a crucial step in ensuring 
that the planned research will be scientifically sound 
and theoretically congruent with work that has already 
been completed. 

A caveat is in order here about the use of Internet 
resources for scholarly work. Although much infor- 
mation is available on the Internet about almost any 
topic you can imagine, much of this work is not peer 
reviewed and should be used with caution. The Internet 
is best used as a tool for disciplined, organized searches 
of established databases such as CINAHL, Web of Sci- 
ence, PsycINFO, and PubMed. Your school, college, 
or university may have licenses for these databases so 
that you have them available to you as a student. These 
online databases will lead you to peer-reviewed articles 
that have earned a place in scholarly work. Increasing 
your ability to use database searches well strengthens 
your ROL by allowing you increased access to scientific 
publications that have met the challenges of peer review. 
When you become a professional nurse, knowing how 
to gain access to the best research evidence available is 
an excellent tool in maintaining an up-to-date, informed 
practice. 


Formulation of the Research Question or 
Hypothesis 


Once researchers have identified a research problem, 
are thoroughly knowledgeable of the relevant literature, 
and have chosen or created a conceptual framework that 
helps focus and support the topic, they will formulate 
the research question. If the researcher is interested in 
determining and describing certain characteristics of a 
situation, he or she may simply pose the situation as a 


question. For example, “What are the characteristics of 
mothers who have difficulty initiating breastfeeding with 
their newborns?” is a research question asking about 
specific characteristics of a population (mothers with 
breastfeeding difficulties). If comparing the relation- 
ship of two or more variables, a different type of ques- 
tion might be asked, such as “What are the relationships 
among maternal age, number of previous children, and 
difficulty in initiating breastfeeding?” This question 
demonstrates that the researcher has some idea that 
these variables are related (and that the literature sup- 
ports this idea), but the exact nature of the relationship 
is not known or hypothesized. 

If conducting an experiment, researchers must have 
a hypothesis (educated or informed speculation as to 
what the outcome will be) so that hypothesis-testing 
statistics may later be applied. For example, “Younger, 
inexperienced mothers giving birth for the first time 
will demonstrate later initiation of breastfeeding than 
older, experienced mothers who have given birth previ- 
ously” is a testable hypothesis. The form and content of 
the research question are key to the development of the 
rest of the study. Larger, more complex studies will have 
multiple questions or hypotheses to address. 

In the example on breastfeeding, the challenge to the 
researcher is to define the variables such as “younger” 
versus “older.” The researcher might establish a cutoff 
in age, defining “younger” as younger than 30 years old 
and “older” as equal to or older than 30. Defining “expe- 
rienced” versus “not experienced” might be more chal- 
lenging: a mother might have previous children but may 
be breastfeeding for the first time—is she experienced or 
not? Researchers have to define their variables in a way 
that makes sense and is consistent with what has been 
shown in the literature. In other words, the researcher 
must be able to defend how the variables are defined. 


Design of the Study 


Once the research questions are identified or hypothe- 
ses are generated, the researcher then designs the study. 
Numerous forms of research designs exist, but experi- 
mental and nonexperimental designs are the two major 
categories. If the purpose of the research is to determine 
the effect of an intervention or to compare the responses 
of participants to two or more differing treatments, 
for example, the research will have an experimental 
design. If not, the research will have a nonexperimen- 
tal design. The main difference between experimental 
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and nonexperimental research is whether the researcher 
manipulates, influences, or changes the participants in 
any way by the testing of an intervention or medication 
or other substance. 

True experimental designs provide evidence of a 
cause-and-effect relationship between actions. For 
example, testing the hypothesis “Patients who receive 
preoperative anxiolytics need less pain medication in 
the first 24 hours postoperatively than those who do 
not” could provide evidence of a significant relation- 
ship between preoperative anxiolytics and perception 
of pain. Experimental designs require quantitative mea- 
sures to determine whether there are statistically signif- 
icant differences between the conditions being tested. 
Nurses Doing Research Box 10.1 features the work of 
Robin Knobel, PhD, RN, who tested a simple inter- 
vention of preventing the loss of body heat in preterm 
infants in the delivery room, a major cause of morbidity 
in these vulnerable patients. From her nursing practice, 
she noticed the importance of and challenges in keep- 
ing very small newborns warm. She used this interest 
to develop a program of research on thermoregulation 
in preterm infants. Nurses Doing Research Box 10.2 
contains a description of the research of Diane Berry, 
PhD, ANP-BC, FAANP, FAAN, whose work involves 
the management of diabetes, overweight, and obesity 
that disproportionately affect ethnic minority families. 

Sometimes it is impossible to conduct a true experi- 
mental study with human beings because to do so might 
endanger them in some way. In those instances, mod- 
ified experimental studies are used. In this case, a new 
intensive form of preparation for discharge home might 
be compared with the usual form of discharge teach- 
ing. Because discharge teaching is standard care and an 
expected nursing action, denying discharge teaching 
to patients would be unethical and inappropriate. The 
experimental design could, however, test a new inter- 
vention against the usual care received by patients who 
are preparing for discharge home. 

Nonexperimental designs are sometimes referred to 
as “descriptive” or “exploratory” research because the 
investigator is seeking to increase the knowledge base 
about a nursing phenomenon by doing careful, disci- 
plined research. There are many types of nonexperimen- 
tal designs: surveys, descriptive comparisons, evaluation 
studies, and historical-documentary research, among 
others. Nonexperimental designs may be either quantita- 
tive or qualitative, or they may use a combination of both. 
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NURSES DOING RESEARCH BOX 10.1 


Addressing the Problem of Hypothermia in Premature Infants 


As a neonatal nurse practitioner, | became aware of the 
problem of hypothermia (low body temperature) in pre- 
mature infants. Infants can become very cold in the deliv- 
ery room (DR), leaving the warm maternal environment. 
They are then taken to neonatal intensive care units 
(NICUs), further increasing exposure to cold. Unlike full- 
term infants, preterm infants, especially those weighing 
less than 1000 g (2.2 Ib), cannot generate their own heat 
by nonshivering thermogenesis; lacking insulating body 
fat, their temperature falls. A tiny infant transferred to our 
NICU from a smaller hospital had a temperature of 91° F. 
The baby died 2 weeks later. 

| began to examine hypothermia in our NICU. In a med- 
ical record review of 100 patients, | found that 93% of 
infants less than 1000 g had rectal temperatures less 
than 36.4° C on admission, a cold temperature for even 
full-term infants. | reviewed the literature, finding a small 
study in which researchers reduced evaporative heat loss 
in the DR by wrapping preterm infants in an occlusive ma- 
terial. | replicated this study with a sample of 88 infants 
less than 29 weeks’ gestation. While still wet, they were 
placed up to their necks in a polyurethane bag and were 
then resuscitated normally (top photo). Infants placed in 
bags were less likely to be hypothermic on admission to 
the NICU (44% vs. 70%, p < 0.01) and had higher mean 
admission temperatures than those not placed in bags 
(36.5° C vs. 36° C, p < 0.003). Neonatal Resuscitation Pro- 
gram standards now suggest that an infant younger than 
28 weeks be placed up to the neck in a polyethylene bag. 

During my PhD program, | continued to study tempera- 
ture in infants less than 1000 g, measuring central and 
peripheral temperature in 10 infants for the first 12 hours 
after birth to determine whether they exhibited peripheral 
vasoconstriction in response to cold body temperatures. 
Infants should constrict vessels in their feet once their 
core becomes cold. Nine of the ten infants did not exhibit 
peripheral vasoconstriction; thus their peripheral tempera- 
tures tended to be higher than their central temperatures. 
A preterm infant's neural control over blood flow to control 
body temperature may be immature during this period. 

More recently, | worked with a team examining infants 
less than 1000 g for the first 2 weeks after birth. Our pur- 
pose was to describe the trajectory of maturing neural 
control over blood flow to control body temperature. We 
measured central and peripheral body temperature every 
minute for 14 days to determine when small infants are 
able to consistently exhibit peripheral vasoconstriction 
in response to cold body temperatures, keeping their 
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central body temperature warmer than their peripheral 
temperature. We used an infrared camera to look at tem- 
perature over the entire body surface daily. This is a novel 
technology that can measure body temperature for any 
pixel in a picture of the infant, creating a thermal image 
(bottom photo) that allowed us to compare simultaneous 
temperatures in central and peripheral areas. This study 
provided interesting data related to maturation of neural 
control of body temperature between different gestation- 
al ages and over postnatal age. 
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Robin Knobel, PhD, RN, FAAN. 


Professor, University of South Carolina 
College of Nursing 
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NURSES DOING RESEARCH BOX 10.2 


Understanding How Overweight and Obesity Affect Ethnic Minority Families Disproportionately 


| started nursing school when | was 16 years old at the 
Sisters of Charity Hospital School of Nursing and Cani- 
sus College in Buffalo, New York, and graduated with a 
diploma and became a registered nurse at 19 years old. | 
worked as a registered nurse in cardiology for years and 
eventually went back to school to earn a bachelor’s of 
science from Lenoir Rhyne College in Hickory, North Car- 
olina. | then moved to Boston, Massachusetts, to work in 
cardiology at New England Medical Center. It was during 
this time that | started to wonder why so many patients 
with cardiology problems were overweight and had type 
2 diabetes and witnessed the ethnic disparities between 
those who could afford care and had insurance and those 
who could not. 

| decided that to help answer those questions, | need- 
ed to go back to school. | was fortunate to go to Boston 
College in Chestnut Hill, Massachusetts, for my master 
of science in nursing (MSN) and adult nurse practitioner 
and doctor of philosophy (PhD) degrees. My dissertation 
focused on women who were successful at long-term 
weight loss and maintenance, and | used qualitative 
methods to interview women about what they thought 
they needed to be successful at weight loss and mainte- 
nance. My dissertation gave me insight into what women 
needed to ensure weight loss and maintenance. After 
completing my dissertation, | was accepted at Yale Uni- 
versity to do a postdoctoral fellowship (“postdoc”) in self 
and family management. 

During my postdoc | developed and pilot tested a nu- 
trition and exercise education and cognitive-behavioral 
theory intervention focusing on parents and children in 
inner-city New Haven. My travels next took me to the 
University of North Carolina at Chapel Hill where | have 
developed and worked with interdisciplinary teams de- 
veloping research and interventions that focus on devel- 
oping community-based nutrition and exercise education 
and cognitive-behavioral theory for parents and children 
struggling with overweight, obesity, type 2 diabetes mel- 
litus, and gestational diabetes mellitus. | have developed 
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Nurses Doing Research Box 10.3 features the work 
of Cheryl Woods-Giscombé, PhD, PMHNP, whose 
descriptive research of African American women has 
resulted in a clearer understanding of the stresses of the 
Superwoman Role that pose challenges to their health. 
Like Drs. Knobel and Berry, whose work was described 


long-standing partnerships with school systems, federal- 
ly qualified public health centers, and community-based 
clinics focusing on ethnic minority families in the United 
States and most recently in Mexico. The basic interven- 
tion focuses on nutrition and exercise education and cog- 
nitive-behavioral theory. 

A “program of research” refers to a sustained focus on 
a particular area of interest. My program of research on 
management of weight and type 2 diabetes mellitus is 
currently moving toward an intervention that features the 
use of a multimodal web-based platform, which gives par- 
ticipants convenient, affordable access through comput- 
er, tablet, and smartphone technologies. Although | have 
been doing this research for a number of years, | still find 
it enjoyable and fulfilling—and | know that it makes a pos- 
itive difference for those persons struggling with diabetes 
and management of their weight. 


Diane Berry, PhD, ANP-BC, FAANP, FAAN. 


Professor and Assistant Dean for Research, 
University of North Carolina at Chapel Hill 
School of Nursing 


earlier, Dr. Woods-Giscombé’ early experiences shaped 
the direction of her research career. 

Whether the researcher chooses an experimental or 
nonexperimental design influences the data collection 
process. The data collection process includes selection of 
data collection instruments, design of the data collection 
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NURSES DOING RESEARCH BOX 10.3 


Understanding How Stress and Coping Contribute to Psychological and Physical Health 


Outcomes in African American Women 


| was always perplexed by health disparities and the con- 
tribution of stress to health behaviors and overall well- 
being. | learned in health classes that African Americans 
had disproportionately high rates of chronic illness and ex- 
perienced a shorter life span, yet | never heard any expla- 
nation for these disparities. In eighth grade | set the goal 
of earning my doctor of philosophy (PhD) degree in psy- 
chology. My grandmother, a licensed practical/vocational 
nurse, reminded me that as a young child | had wanted 
to be a nurse; as a teenager, | did not yet connect nursing 
with a career in psychology. 

As an undergraduate psychology major, | witnessed a 
psychiatric intake interview with an elderly African Ameri- 
can woman admitted to the hospital for “psychotic symp- 
toms.” As the only other African American in the room 
among a team of well-intentioned medical personnel, | 
thought that no one seemed to “get her.” The patient 
seemed overwhelmed by us. The medical team’s label- 
ing of her behavior as bizarre overshadowed her human- 
ity; her explanation of her religious faith was interpreted 
as delusional. Yet to me she was not so different from 
other older African American women | knew: optimistic 
and faithful, yet worn down by chronic stress and familial 
commitments. | realized then that communication gaps 
and limited understanding of sociocultural context could 
not only limit the delivery of health care but also contrib- 
ute to worsening symptoms and disparities. 

While working on my PhD in psychology, | collected 
data for a clinic-based study that allowed me to observe 
the work of a nurse practitioner (NP). After a short time 
of observing how the NP engaged with her patients, 
their positive responses, and the NP's delight and com- 
mitment to providing the best interpersonal and clinically 
sound strategies to promote health, | was sold! | became 
a nurse and a psychiatric NP to achieve my career goal 
of being a national leader in health disparities research 
and having a clinical practice focusing on the influence of 
stress on mental and physical health outcomes and on 
culturally relevant stress management interventions. 
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protocol, the data analysis plan, participant selection 
and informed consent, and institutional review plans. 


Data Collection Instruments 


When designing a study, researchers must consider how 
the data will be collected. Data collection instruments, 


Currently my research incorporates sociohistorical and 
biopsychosocial perspectives to investigate how stress 
and coping strategies contribute to psychological and 
physical health outcomes. My Multi-Dimensional Stress 
Model and Superwoman Schema (SWS) Conceptual 
Framework show how race- and gender-related factors 
specifically influence stress, coping, and health inequities 
among African American women. The SWS Conceptual 
Framework posits that African American women are at 
increased risk of health disparities as a result of perceived 
obligations to remain silent about feelings of distress in 
order to project an image of strength for their families 
and communities. These obligations may result from so- 
ciohistorical patterns of marginalization, oppression, and 
stress exposure related to African American women's 
interconnected race, gender, and socioeconomic status 
and contribute to the development of resilience, fortitude, 
and a sense of invulnerability. 

The potential contributions of nursing to science and ev- 
idence-based health care are practically limitless. | am so 
proud to be a nursing scholar! 


Cheryl Woods-Giscombé, PhD, PMHNP. 


Associate Professor of Nursing, University 
of North Carolina at Chapel Hill 


sometimes called data collection tools, range from sim- 
ple survey forms to complex gene sequencing instru- 
ments. The selected instrument used must be reliable, 
or consistently accurate. A reliable instrument is one 
that yields the same values dependably each time the 
instrument is used to measure the same thing. The tool 


must also be valid, which means that it must measure 
what it is supposed to be measuring. The ideal instru- 
ment is highly reliable and provides a valid measure of 
the condition under study, such as weight, temperature, 
depression, or anxiety. 

If body temperature is being measured, a thermom- 
eter is an obvious data collection tool—meaning that 
it is known to be a valid measure of temperature—and 
a scale is the appropriate (valid) measure for weight. 
Importantly, a valid measure may not be reliable. A scale 
that varies widely between measurements is not reli- 
able; anyone who has stepped on and off a scale several 
times to (eventually) get it to show an acceptable weight 
understands what “unreliable” means (Fig. 10.2). The 
scale is a valid tool to measure weight; its fluctuation, 
however, means that it is not reliable. 

When measuring psychological phenomena such as 
anxiety or depression, or constructs (conditions) such as 
satisfaction or quality of life, researchers face a challenge 
to determine the best data collection tool. To minimize 
measurement errors, beginning researchers should 
choose instruments with established reliability and 
validity that have been published and widely used rather 
than designing their own. Inexperienced researchers 
will occasionally make the mistake of designing a ques- 
tionnaire they believe is a valid measure of the construct 
they want to study; doing this, however, constitutes a 
serious flaw in the research and must be avoided. 


Data Collection Protocol 


Another aspect of designing the study is deciding on the 
data collection protocol. The quality of the data depends 


Fig. 10.2 A scale may not always be an accurate way to mea- 
sure your weight. 
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on strict adherence to the protocol. If, for example, 
the protocol calls for administering a questionnaire to 
patients with cancer 2 days after their first cycle of che- 
motherapy, the data collectors must be sure to give the 
questionnaire to all participants on time. The protocol 
for data collection must be explicit and used by every- 
one who is collecting data for the study. Data collected 
in the wrong way or at the wrong time introduce errors 
into the study. 


Data Analysis Plan 


It may seem premature to decide how the data will be 
analyzed before they are even collected, but careful plan- 
ning for the analysis is important. The research design is 
developed with data analysis in mind. The analysis must 
be part of the planning process, because the data and the 
protocols for collecting them depend on how the data 
will be analyzed. Unless the nurse researcher is an expert 
in statistics or a statistician is on the research team, 
consultation with a statistician well versed in human 
research is recommended in designing the data analysis 
plan, which answers the question, “What will we do with 
the data once we collect them?” 

Qualitative analysis, notably, begins immediately 
with the collection of data, because the data themselves 
often drive the shape and design of the research. Qual- 
itative analysis is a difficult and exacting procedure 
requiring extensive training. Although some researchers 
believe that qualitative research may be easier to execute 
than quantitative research, in fact they are similar in the 
disciplined approach to data analysis required to pro- 
duce usable, meaningful results. 


Participant Selection 


A key part of planning research is determining spe- 
cifically the population to be studied. The individ- 
uals enrolled in a study are participants (formerly 
“subjects”). If the researchers plan to study pain 
management in patients with traumatic injuries in 
the emergency department, for example, they have 
to decide the specific type and severity of traumatic 
injury and will likely consider the age, gender, ethnic- 
ity, and geographic location of the patients, as well as 
a variety of other factors, in planning the participant 
selection. Qualitative studies use different sampling 
strategies; that is, the participants are selected for study 
in a different manner than is typically used in quantita- 
tive studies. Qualitative researchers often use a strategy 
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known as “purposeful sampling”; potential partici- 
pants are selected for the study specifically rather than 
randomly, as is sometimes used in quantitative studies. 
These participants exhibit a trait or have had an expe- 
rience that the researcher is studying. 


Informed Consent and Institutional Review 


Next, researchers who want to enroll humans in their 
study must protect the rights of participants. This 
involves the use of the informed consent process, which 
includes having participants sign an informed consent 
document detailing the study and what participation 
in the research means. Any risks must be explained. A 
basic principle of informed consent is that participation 
in research is always voluntary—no one may be pres- 
sured in any way to enroll in the study or to continue 
in the study once enrolled. Confidentiality (privacy) of 
participants must be ensured. Considering Culture Box 
10.1 addresses the difficulties of enrolling participants in 
research when they do not speak English. 

A related step when studying humans is the submis- 
sion of the proposal to the institution, such as a hospital 
or clinic, where the research will take place, for review 
by a federally approved board known as an institutional 
review board (IRB). An IRB is composed of individu- 
als from the community and different academic disci- 
plines and exists to ensure that research is well designed 
and does not violate the policies and procedures of the 
institution or the rights of the participants. Only after 
the IRB approves the proposal can the study begin. Per- 
sons conducting research or assisting with the manage- 
ment of data must demonstrate evidence that they have 


CONSIDERING CULTURE BOX 10.1 


The Challenge of Informed Consent: When 
the Participant Does Not Speak English 


Researchers studying humans must protect the rights 
of their participants by asking them to sign a detailed 
consent form that describes the study and what partic- 
ipation in the study means. With an increasing number 
of potential participants who may not know English or 


for whom English is a second language, what measures 
would researchers need to consider when a potential 
participant may not fully understand the consent form? 
What are the risks to these persons? How can these 
risks be minimized? How might researchers ensure that 
these participants do not feel pressured to participate? 


taken an online course on the protection of the rights of 
human participants (www.citiprogram.org). The protec- 
tion of the rights of participants is the primary consid- 
eration of all research involving humans. Modification 
of any aspect of the research requires that the IRB be 
notified and approval procured before the change is 
implemented. 


Implementation of the Study 


Up until this point, only planning has taken place. Care- 
ful planning is, however, the key to a successful study. 
In the implementation phase, the actual study is con- 
ducted. The two main tasks during this phase are data 
collection and data analysis. 


Data Collection 


Data (research-generated information) should be col- 
lected only by persons (usually research assistants) 
thoroughly familiar with the study. All research assis- 
tants should understand the purpose of the data and 
the importance of accuracy and careful record keeping. 
No matter who is collecting the data, the integrity of the 
project is ultimately the responsibility of the primary 
researcher. 


Data Analysis 


If all goes well, data are analyzed exactly as proposed. In 
analyzing data, most researchers use the same statistician 
with whom they consulted in planning the study. The 
researcher works closely with the statistician in interpret- 
ing, as well as analyzing, the data. The nurse researcher is 
in charge, however, and he or she has the final word on 
what interpretations are made from the data. 

Analyzing the findings of qualitative research pre- 
sents formidable challenges for several reasons. First, the 
data sets are huge, often consisting of lengthy dialogues 
between researchers and participants. Next, dialogues 
must be transcribed verbatim, yielding long transcripts. 
The investigator then faces the task of organizing the 
transcripts, identifying themes, and arranging the 
themes into meaningful patterns. Software is available 
to assist in this process; however, nothing substitutes for 
contemplation in determining the nuances of meanings 
in narrative data. 


Findings, Discussion, and Clinical Implications 


In writing the research report, the findings directly 
related to the research question are presented first. 


Findings are presented objectively—without value judg- 
ments. The findings must speak for themselves. Accurate 
presentation of the facts is the only requirement. After 
findings related to the research question are reported, 
unexpected findings can be reported. The researchers 
address the question, “What do these findings mean?” 
In discussion sections, researchers can be more reflec- 
tive about the findings, discussing what was anticipated 
versus what was found in the study, suggesting alterna- 
tive explanations for their findings and further research 
to clarify findings. 

Researchers are always alert to the implications of 
their studies. Implications are suggestions for actions 
that can be taken as a result of the research findings 
in the future. Every good study raises more questions 
than it answers. In nursing studies there may be indica- 
tions for modifications in nursing education or nursing 
practice. Nearly every study has implications for further 
research, and if the findings turn out as expected, almost 
all studies should be carefully replicated. Replication 
can answer these and other questions: What needs to 
be known to develop more confidence in the findings? 
Will the research instrument produce similar results in 
a similar population in a different geographic location? 
Will the procedure be effective with patients having a 
slightly different diagnosis, condition, or type of sur- 
gery? Will age make a difference? Will cultural beliefs 
make a difference? What else do we need to know to 
improve the care of patients? 


Dissemination of Findings 


Findings from a research study must be disseminated 
so that others can learn from the work that was done. 
Dissemination refers to the process of publication and 
presentation of findings. Most funding agencies want to 
know in advance how the researcher plans to dissem- 
inate findings, because letting others know about the 
findings is essential. The two major vehicles for dissem- 
ination of knowledge are articles published in profes- 
sional journals and presentations given at conferences. 
Prominent nursing research journals include Research 
in Nursing & Health (RINAH), Nursing Research (NR), 
Journal of Nursing Scholarship (published by Sigma), 
Nursing Inquiry, Journal of Advanced Nursing, Advances 
in Nursing Science (ANS), and the Western Journal of 
Nursing Research. These journals are not specific to any 
particular type of nursing but publish articles of wide 
interest in nursing. Professional nursing organizations 
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are likely to have their own research journals targeting 
specific interests, such as JOGNN: Journal of Obstet- 
ric, Gynecologic, & Neonatal Nursing, published by the 
Association of Women’s Health, Obstetric and Neonatal 
Nurses (AWHONN), and Journal of the Association of 
Nurses in AIDS Care (JANAC), published by the Associ- 
ation of Nurses in AIDS Care (ANAC). 

A review process, called peer review, is the method 
most journals use to determine whether to publish 
a research report. During peer review, a manuscript 
is circulated, usually anonymously, to a review panel 
consisting of two to three experts in the area of study. 
Reviewers evaluate its scientific soundness, appropriate- 
ness of design, and accuracy and recommend that it be 
published, that it be revised and then resubmitted with 
changes, or that it be rejected. Most research that is care- 
fully conceived, conducted, and presented can get pub- 
lished, although the researcher must be persistent and 
resilient in taking criticism and revising manuscripts. 

A somewhat easier, yet still discriminating, route 
to dissemination is presentation at one or more of the 
numerous nursing research conferences. Many research 
conferences also use the peer-review process. In gen- 
eral, however, the proportion of abstracts (summaries 
of research) selected for presentation at conferences is 
higher than the proportion of manuscripts chosen for 
publication. In addition to oral presentation of research 
papers, conferences offer the opportunity for nurses 
to present their findings in poster sessions, especially 
appropriate when work is preliminary or still in prog- 
ress. Posters allow for brief explanations of the research 
method and findings in written form, usually a 3- x 
4-foot poster that is professionally designed. Poster 
presentations are often the first way that students doing 
research disseminate their findings. 

Whether research is published or presented at con- 
ferences, it is important to disseminate research results 
to other nurses, who may choose to use the results 
either to improve patient care practices or to replicate 
the study. 


THE RELATIONSHIP OF RESEARCH TO 
THEORY AND PRACTICE 


Relationships among nursing research, practice, and 
theory are circular. As mentioned earlier, research ideas 
are generated from three sources: (1) clinical practice, 
(2) literature, and (3) theory. 
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Questions about how best to deal with patient prob- 
lems regularly arise in clinical situations. As shown in 
the earlier example of Mrs. Abney, the elderly woman 
who could not find her room, problems often can be 
“solved” for the present. However, when the same ques- 
tions recur, long-term answers may be needed. Research 
develops solutions that can be used with confidence in 
different situations. 

Published articles about nursing research often gen- 
erate interest in further studies. If there is published 
research on a particular nursing care problem, other 
researchers may be stimulated to investigate the subject 
further and refine the solutions. This is how nursing 
knowledge builds. 

Nursing theorists also generate research ideas. They 
piece together postulates or premises that explain what 
has been discovered. The explanation is tested via research 
to determine whether it is robust or strong enough to be 
useful. If so, there may be more implications for appli- 
cations in clinical practice. Nursing research journals are 
filled with clinical studies that have made a difference in 
patient care. A few examples of changes in nursing prac- 
tice stimulated by research include decreasing light and 
noise in critical care units to prevent sleep deprivation; 
using caps on newborns to decrease heat loss and stabi- 
lize body temperature; and proper positioning of patients 
after chest surgery to facilitate respiration. 

Nursing research findings not only improve patient 
care but also affect the health care system itself. For 
example, research studies have demonstrated the cost 
effectiveness of nurses as health care providers. This is 
discussed further in Chapter 14. 

A final point about the influence of research on prac- 
tice is a reminder about the relationship of research and 
professionalism. In Chapter 3, you learned about the 
characteristics of professions. One of the hallmarks of a 
mature profession is a scientific body of knowledge that 
is expanded through research. Nursing research enhances 
the status of nursing as a profession by expanding nurs- 
ing’s scientific knowledge base. Researchers in other disci- 
plines can then use the sound research produced by nurse 
researchers as part of a foundation for their own work. 


FINANCIAL SUPPORT FOR NURSING 
RESEARCH 


Nursing research is expensive, and support takes many 
forms. It can include encouragement, consultation, 


computer and library resources, money, and release 
time from researchers’ regular teaching responsibilities. 
Each of these forms of support is important, but none 
alone is adequate. Early in the development of nursing 
research, encouragement was often the only support 
available, and not all nurse researchers had that. Grad- 
ually over the years, more sources of funding have been 
identified, but financial support can still be difficult to 
obtain, particularly for new researchers. 

Many other federal agencies accept proposals that 
meet their funding guidelines when submitted by quali- 
fied nurse researchers. These include the 27 centers and 
institutes of the NIH, including NINR. Competition 
with researchers from other disciplines is strong, how- 
ever, and generally only experienced nurse researchers 
are successful in obtaining funding from these sources. 

Nursing associations also fund nursing research. The 
American Nurses Foundation, Sigma, and many clinical 
specialty organizations provide research awards, even 
for beginning researchers. State and local nursing asso- 
ciations sometimes have seed money for pilot projects. 
Universities, schools of nursing, and large hospitals also 
may provide small amounts of research funds. In gen- 
eral, however, finding adequate funding for large-scale 
studies continues to be a problem faced by researchers. 


ADVANCING THE PROFESSION THROUGH 
THE USE OF RESEARCH 


The American Nurses Association's Code of Ethics, Provi- 
sion 7.3, states: “The nursing profession should engage in 
scholarly inquiry to identify, evaluate, refine, and expand 
the body of knowledge that forms the foundation of its 
discipline and practice. ... All nurses working alone or in 
collaboration with others can participate in the advance- 
ment of the profession through the development, eval- 
uation, dissemination, and application of knowledge in 
practice” (American Nurses Association, 2015). Ideally, 
every nurse should be involved in research, but prac- 
tically, as a minimum, all nurses should use research to 
support and improve their practices. EBP requires stay- 
ing informed about current research literature, especially 
studies done in one’s own specific area of clinical practice. 

As shown in Table 10.3, in addition to using research 
to improve practice, all professional nurses can con- 
tribute to one or more aspects of the research process. 
From the time nurses begin their basic nursing educa- 
tion, they become consumers of research. BSN-prepared 


TABLE 10.3 Levels of Educational 
Preparation and Participation in Nursing 


Research 


Level of 
Preparation 


Nursing student 


Bachelor of sci- 
ence in nursing 
(BSN) 

Master of science 
in nursing (MSN) 

Doctor of nursing 
practice (DNP) 


Doctor of philoso- 
phy (PhD) 


Level of Research Participation 


Learning about research; doing 
honors projects or assisting in 
laboratories 

Identifies problems that can be 
studied; may do data collection 
for research studies 

Replicates earlier research; begin- 
ning independent research 

Connect research to practice; do 
research in collaboration with a 
PhD-prepared colleague 

Generate and test theory; estab- 
lishing independent research 


career with external funding 
(e.g., National Institutes of 
Health, foundation grants) 


Note: Nurses at all levels are assumed to be consumers of 
research. 


nurses can read, interpret, and evaluate research for use 
in supporting their EBN practice. Through clinical prac- 
tice they can identify nursing problems that need to be 
investigated. They can also participate in the implemen- 
tation of scientific studies by helping principal research- 
ers collect data in clinical settings or elsewhere. These 
beginning researchers must know enough about the 
purpose of the research to follow the research protocols 
explicitly or know when it is necessary to deviate from 
the protocol for a patient’s well-being. BSN-prepared 
nurses also can help disseminate research-based knowl- 
edge by sharing useful research findings with colleagues. 

The master’s-prepared nurse may be ready to work 
with experienced nurse researchers to replicate studies 
that have been previously conducted. Researchers can- 
not be sure that their findings are valid until studies are 
repeated with similar results. Nurse researchers have 
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learned that it is not necessary (or even desirable) to gen- 
erate a totally new and disconnected idea to do research. 
As mentioned earlier, to be most useful, research must 
be based on a conceptual framework and related to pre- 
vious research. 

Depending on education, clinical and research expe- 
riences, and interests, some nurses at the master’s level 
are better prepared to conduct research than others. In 
addition to education and experience, a crucial factor 
is the support system the nurse has available. To do 
research, nurses need time, money, consultation, and 
participants. With rich resources in a research environ- 
ment, master’s degree—prepared nurses can and do make 
vital research contributions. 

Nurses with doctor of philosophy (PhD) or other 
doctoral degrees (e.g., doctor of nursing practice 
[DNP], doctor of education [EdD], doctor of public 
health [DrPH]) are more favorably positioned to receive 
research funding than are nurses without doctorates. 
Researchers across the United States in all professions 
and academic disciplines compete for a limited pool of 
research dollars available each year. Only those nurses 
with strong academic and experiential backgrounds and 
the best proposals succeed in obtaining federal funding. 
Currently, only nurses with PhDs may receive funding 
from the NIH, although other funding sources are open 
to nurses with other doctoral degrees. 

Research in nursing provides the avenue for creative, 
scholarly endeavors driven by a desire to improve the 
care for patients. Professional Profile Box 10.1 contains 
a description of the work and career of Claudia Christy, 
MSN, RN, CCRC, whose work demonstrates ways other 
than conducting studies that nurses can be involved in 
the development and implementation of research. You 
will find research to be an important part of your profes- 
sional practice both as a consumer of research and as an 
adherent to evidence-based practice. And someday you 
may confront a question or situation in practice so com- 
pelling that you respond by starting your own research 
career to improve patient outcomes by improving nurs- 
ing practice. 
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A Career Helping Others with Their Research 


After earning my bachelor of science degree in nursing 
(BSN) with a major in nursing at Villa Maria College in Erie, 
Pennsylvania, | first worked as a staff nurse in a surgery 
intensive care unit in Pittsburg, Pennsylvania, but within a 
short time | moved to Chapel Hill, North Carolina, to work 
in the cardiothoracic intensive care unit. 

To be truthful, | got into clinical research by accident 
for my first position as a cardiology research nurse, an 
experience in which | learned—unfortunately—what 
the term soft money means. It means that funding for 
research is not permanent or guaranteed, and after 1% 
years, we lost our funding. But even after learning what it 
meant to be working on soft money, | knew | wanted to 
continue working as a clinical research nurse. Soon hired 
as a pediatric intensive care unit (PICU) research nurse, 
| managed all aspects of a research study (screening for 
participants, completing the informed consent process, 
collecting data, responding to queries, negotiating bud- 
gets, and eventually closing out the study). 

Most recently, | was a research nurse consultant with 
North Carolina Translational and Clinical Sciences Insti- 
tute (NC TraCS). | facilitated a study group for persons 
interested in preparation for the clinical research certifica- 
tion examination—and 29 people who participated in the 
study group passed the examination. | am a member of 
the Association of Clinical Research Professionals (ACRP) 
and have been a Certified Clinical Research Coordinator 
(CCRC) for 10 years. 

| have done many local and national presentations on 
the protection of the rights of human subjects in research. 
Through the ACRP | met Eva Mozes Kor, a survivor of 
Mengele's experiments at Auschwitz, touring Auschwitz 
with her during the 65th anniversary of its liberation. This 
relationship fueled my passion for research ethics. 

Being a nurse is a real asset in my role as a research 
nurse. One of the PICU researchers asked me, “When 
did you quit being a real nurse?” | responded, “| am still 
a nurse.” The role of the nurse is not limited to bedside 


patient care. There are other ways to be a nurse! In both 
roles, the first priority is protection—of your patient or 
your research participant. 

Because | am a nurse, | can review a medical record to 
see if someone qualifies for a study, understand the par- 
ticipant’s disease process, and recognize adverse events. 
As a research nurse | have to assess the situation, par- 
ticipant, or protocol; plan how the study would be imple- 
mented; implement the study; and evaluate the extent to 
which it is being implemented correctly. That sounds like 
the nursing process to me. Critical thinking is central in 
the role of the research nurse. 

While completing my master of science in nursing 
(MSN), | developed an interest in four areas—research, 
ethics, legal, and quality. As a clinical research nurse, | 
found a role where | could be involved in all four. 


Claudia Christy, MSN, RN, CCRC. 


Courtesy Claudia Christy. 


e Concept: Nursing research is defined as the system- e Concept: The scientific method is a systematic, orderly 


atic investigation of phenomena of interest to nursing 

with the goal of improving care. 

Challenge: Nurses must value research as an impor- 
tant means of optimizing patient outcomes, in 
addition to clinician expertise and patient prefer- 
ences, in having practices that are evidence based. 


process of solving problems. It has been used for cen- 

turies and is applicable in many different situations. 

Challenge: There are several types of research—lab- 
oratory (bench) research and bedside (clinical) 
research are two traditional types. Translational 
research is a means of connecting more efficiently 


the work that is generated in laboratories and 
directly within patient populations, a connection 
that is not always easy to make. 

e Concept: For safety and ethical reasons, there are 
limitations on research with human participants. 
Challenge: It can be difficult to determine all of the 

ways that research may pose a threat to partici- 
pants; therefore all research involving humans 
must go through a process of approval by an insti- 
tutional review board. 

e Concept: The major steps in the research process are 
identification of a research problem, review of the lit- 
erature, formulation of the research question, design 
of the study, implementation, drawing conclusions 
based on findings, discussion of implications, and 
dissemination of findings. 

Challenge: Assessing research for its usefulness 
requires that nurses recognize the presence of 
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each of these steps. Well-executed research has 
followed these steps carefully. 

e Concept: Nursing research is related to and informed 
by nursing theory and nursing practice and in turn 
influences them. 

Challenge: The relationship among theory, research, 
and practice can be difficult to understand; how- 
ever, each depends on the others for clarity and 
direction. 

e Concept: Nurses of all educational backgrounds are 
consumers of research and have a role in carrying out 
research either directly through the implementation 
ofa study or through the use of research in informing 
practice. 

Challenge: Envisioning oneself as a nurse researcher can 
pose a challenge; however, the use of research must 
be a priority for students and nurses to continue to 
advance the profession and discipline of nursing. 


1. Define inductive and deductive reasoning. Why is nei- 
ther adequate to advance knowledge alone? Are you 
more likely to change practice using research that uses 
an inductive or a deductive approach to reasoning? 

2. Go to your college or university library or online site 
and determine what nursing research journals are 
available to you. Scan through some recent issues and 
notice the types of studies reported. Compare them 
with studies done 20 years ago. What similarities and 
differences do you note? 

3. Read a research article on a topic of interest to you. 
See whether you can identify each of the steps in the 
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©To enhance your understanding of this chapter, try the Student 
Exercises on the Evolve site at http://evolve.elsevier.com/Black/professional. 


LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Define critical thinking, and describe its importance 
in nursing. 

¢ Contrast the characteristics of “novice thinking” 
with those of “expert thinking.” 

e Explain the purpose and phases of the nursing 
process. 


Almost every encounter a nurse has with a patient is an 
opportunity for the nurse to assist the patient to a higher 
level of wellness or comfort. A nurse's ability to think criti- 
cally about a patient’s particular needs and how best to meet 
them will determine the extent to which a patient benefits 
from the nurse’ care. A nurse’ ability to use a reliable, consis- 
tent cognitive approach is crucial in determining a patient’s 
priorities for care and in making sound clinical decisions in 
addressing those priorities. This chapter explores important 
and interdependent aspects of thinking and decision mak- 
ing in nursing. Some of these aspects include critical think- 
ing, the nursing process, and clinical judgment. 


CRITICAL THINKING: CULTIVATING 
INTELLECTUAL STANDARDS 


Defining critical thinking is a complex task that requires 
an understanding of how people think through problems. 


e Explain the differences between independent, 
interdependent (collaborative), and dependent 
nursing actions. 

e Describe evaluation and its importance in the 
nursing process. 

¢ Define clinical judgment in nursing practice, and 
explain how it is developed. 

e Devise a personal plan to use in developing sound 
clinical judgment. 


Educators and philosophers struggled with definitions of 
critical thinking for several decades. Two decades ago, 
the American Philosophical Association published an 
expert consensus statement (Box 11.1) describing critical 
thinking and attributes of the ideal critical thinker. This 
expert statement, still widely used, was the culmination 
of 3 years of work by Facione and others who synthesized 
the work of numerous persons who had defined critical 
thinking. More recently, Facione (2013) noted that giving 
a definition of critical thinking that can be memorized by 
the learner is actually antithetical to critical thinking. This 
means that the very definition of critical thinking does 
not lend itself to simplistic thinking and memorization. 

The Paul-Elder Critical Thinking Framework (Paul 
and Elder, 2015) is grounded in this definition of critical 
thinking: 

Critical thinking is that mode of thinking—about 
any subject, content, or problem—in which the thinker 
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BOX 11.1 Expert Consensus Statement 
Regarding Critical Thinking and the Ideal 
Critical Thinker 


We understand critical thinking (CT) to be purposeful, 
self-regulatory judgment that results in interpretation, 
analysis, evaluation, and inference, as well as explana- 
tion of the evidential, conceptual, methodological, crite- 
riological, or contextual considerations upon which that 
judgment is based. CT is essential as a tool of inquiry. 
As such, CT is a liberating force in education and a pow- 
erful resource in one’s personal and civic life. While not 
synonymous with good thinking, CT is a pervasive and 
self-rectifying human phenomenon. The ideal critical 
thinker is habitually inquisitive, well-informed, trustful of 
reason, open-minded, flexible, fair-minded in evaluation, 
honest in facing personal biases, prudent in making judg- 
ments, willing to reconsider, clear about issues, orderly in 
complex matters, diligent in seeking relevant information, 
reasonable in the selection of criteria, focused in inquiry, 
and persistent in seeking results that are as precise as 
the subject and the circumstances of inquiry permit. Thus 
educating good critical thinkers means working toward 
this ideal. It combines developing CT skills with nurturing 
those dispositions that consistently yield useful insights 
and that are the basis of a rational and democratic society. 


From American Philosophical Association: Critical thinking: a 
statement of expert consensus for purposes of educational 
assessment and instruction, The Delphi report: Research 
findings and recommendations prepared for the committee 
on pre-college philosophy, 1990, Newark, ERIC Document 
Reproduction Services, pp 315-423. 


improves the quality of his or her thinking by skillfully 

taking charge of the structures inherent in thinking and 

imposing intellectual standards upon them. 
Paul and Elder (2015) describe the “well-cultivated 

critical thinker” as one who does the following: 

¢ Raises questions and problems and formulates them 
clearly and precisely 

¢ Gathers and assesses relevant information, using 
abstract ideas for interpretation 

¢ Arrives at conclusions and solutions that are well rea- 
soned and tests them against relevant standards 

¢ Is open-minded and recognizes alternative ways 
of seeing problems and has the ability to assess the 
assumptions, implications, and consequences of 
alternative views of problems 

¢ Communicates effectively with others as solutions to 
complex problems are formulated 
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We live in a “new knowledge economy” driven by 
information and technology that changes quickly. Ana- 
lyzing and integrating information across an increas- 
ing number of sources of knowledge require that you 
have flexible intellectual skills. Being a good critical 
thinker makes you more adaptable in this new econ- 
omy of knowledge (Lau and Chan, 2012). An excellent 
website on critical thinking can be found at http://phi- 
losophy.hku.hk/think/ (OpenCourseWare on critical 
thinking, logic, and creativity). 

So what does this have to do with nursing? The 
answer is simple: excellent critical thinking skills are 
required for you to make good clinical judgments. You 
will be responsible and accountable for your own deci- 
sions as a professional nurse. The development of criti- 
cal thinking skills is crucial as you provide nursing care 
for patients with increasingly complex conditions. Crit- 
ical thinking skills provide you with a powerful means 
of determining patient needs, interpreting physician 
orders, and intervening appropriately. Box 11.2 presents 
an example of the importance of critical thinking in the 
provision of safe care. The nurse in this example takes 
several sources of data about her patient, uses her clini- 
cal expertise, advocates for her patient, and thus gets the 
patient help for a serious postoperative complication. 


CRITICAL THINKING IN NURSING 


You may be wondering at this point, “How am I ever 
going to learn how to make connections among all of the 
data I have about a patient?” This is a common response 
for a nursing student who is just learning some of the 
most basic psychomotor skills in preparation for prac- 
tice. You need to understand that, just like learning to 
give injections safely and maintaining a sterile field, you 
can learn to think critically. This involves paying atten- 
tion to how you think and making thinking itself a focus 
of concern. A nurse who is exercising critical think- 
ing asks the following questions: “What assumptions 
have I made about this patient?” “How do I know my 
assumptions are accurate?” “Do I need any additional 
information?” and “How might I look at this situation 
differently?” Schneider (2015) noted that “basic nursing 
care encompasses a responsibility for correct interpreta- 
tion of assessment data using critical thinking” (p. 60). 
Nurses just beginning to pay attention to their 
thinking processes may ask these questions after 
nurse-patient interactions have ended. This is known 
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BOX 11.2 Using Critical Thinking Skills to Improve a Patient’s Care 


Ms. George has recently undergone bariatric surgery af- 
ter many attempts to lose weight over the years have 
failed. She is to be discharged home on postoperative 
day 2, as per the usual protocol. Although she describes 
herself as “not feeling well at all,” the physician writes 
the order for discharge and you, as the nurse who does 
postoperative discharge planning for the surgery practice, 
meet with Ms. George to go over dietary guidelines that 
should help her lose weight successfully. You note that 
Ms. George does not seem as comfortable or pleased 
with her surgery as most patients with whom you have 
worked in the past. 

Ms. George has to wait 3 hours for her husband to drive 
her home, and you note that she continues to lie on the 
bed passively, and her lethargy is increasing. You take her 
vital signs, and note that her temperature is 37.8° C and 
her pulse is 115. You listen to her chest, and note that 
it is difficult to appreciate breath sounds because of the 
patient's body habitus. Ms. George points to an area just 
below her left breast where she notes pain with inspira- 
tion. You call her physician to report your findings; she 
responds that Ms. George's pain is “not unusual” with 
her type of bariatric surgery and that her slightly increased 
temperature is “most likely” related to her being some- 
what dehydrated. She instructs you to have Ms. George 
force fluids to the extent that she can tolerate it and take 
mild pain medication for postoperative pain. You ask the 
surgeon to consider delaying Ms. George's discharge 
home, but she refuses. 

You give Ms. George acetaminophen as ordered, but 
her pain on inspiration continues. Her temperature re- 
mains at 37.8° C, and her pulse is 120. You measure her 
QO, saturation with a pulse oximeter, and it is 91%. Her 


as reflective thinking, an active process valuable 
in learning and changing behaviors, perspectives, 
or practices. Nurses can also learn to examine their 
thinking processes during an interaction as they 
learn to “think on their feet.” This is a characteristic 
of expert nurses. As you move from novice to expert, 
your ability to think critically will improve with prac- 
tice. In Chapter 5 you read about Dr. Patricia Benner 
(1984; Benner et al., 1996), who studied the differ- 
ences in expertise of nurses at different stages in their 
careers, from novice to expert. So it is with critical 
thinking: novices think differently from experts. Box 
11.3 summarizes the differences in novice and expert 
thinking. 


respirations are 26 and somewhat shallow. Her surgeon 
does not respond to your page, so you call the nursing 
supervisor, explaining to him that you are concerned 
with Ms. George's impending discharge. Because Ms. 
George's surgeon has not been responsive to your con- 
cerns, you call the hospitalist (a physician who sees inpa- 
tients in the absence of their attending physician), who 
orders a chest x-ray study. Ms. George has evidence of a 
consolidation in her left lower lobe, which turns out to be 
a pulmonary abscess in its early stages. She is treated on 
intravenous antibiotics for 5 days, and the abscess even- 
tually has to be aspirated and drained. 

Your critical thinking skills and willingness to advocate 
for your patient prevented an even worse postoperative 
course. You recognized that Ms. George's lethargy was 
unusual, and the location and timing of her pain were of 
concern. You also realized that although her temperature 
appeared to be stable, she had been given a pain medi- 
cine (acetaminophen) that also reduces fever, so in fact, 
a temperature increase may have been masked by the 
antipyretic properties of the acetaminophen. You demon- 
strated excellent clinical judgment in measuring her Op» 
saturation, noting that her respiratory rate and pulse were 
consistent with decreased oxygenation. Furthermore, 
you sought support through the nursing “chain of com- 
mand” when you engaged the nursing supervisor, who 
supported you in contacting the hospitalist. The specif- 
ic, detailed information that you were able to provide the 
hospitalist allowed him to follow a logical diagnostic path, 
determining that Ms. George did indeed have a significant 
postoperative complication. Two days later, Ms. George 
reports that she is “feeling much better” and is walking 
in the hallways several times a day. 


Critical thinking is a complex, purposeful, disci- 
plined process that has specific characteristics that make 
it different from typical problem solving. Critical think- 
ing in nursing is undergirded by the standards and eth- 
ics of the profession. Consciously developed to improve 
patient outcomes, critical thinking by the nurse is driven 
by the needs of the patient and family. Nurses who think 
critically are engaged in a process of constant evalu- 
ation, redirection, improvement, and increased effi- 
ciency. Be aware that critical thinking involves far more 
than stating your opinion; critical thinking is not the 
same as being critical. You must be able to describe how 
you came to a conclusion and support your conclusions 
with explicit data and rationales. Becoming an excellent 
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BOX 11.3 Novice Thinking Compared with Expert Thinking 


Novice Nurses 

e Tend to organize knowledge as separate facts. Must 
rely heavily on resources (e.g., texts, notes, precep- 
tors). Lack knowledge gained from actually doing (e.g., 
listening to breath sounds). 
Focus so much on actions that they may not fully 
assess before acting. 
Need and follow clear-cut rules. 
Are often hampered by unawareness of resources. 
May be hindered by anxiety and lack of self-confidence. 
Tend to rely on step-by-step procedures and follow 
standards and policies rigidly. 
Tend to focus more on performing procedures correctly 
than on the patient's response to the procedure. 
Have limited knowledge of suspected problems; there- 
fore they question and collect data more superficially or 
in a less focused way than more experienced nurses. 
Learn more readily when matched with a supportive, 
knowledgeable preceptor or mentor. 


Expert Nurses 
e Tend to store knowledge in a highly organized and 
structured manner, making recall of information easier. 


Have a large storehouse of experiential knowledge 
(e.g., what abnormal breath sounds sound like, what 
subtle changes look like). 

Assess and consider different options for intervening 
before acting. 

Know which rules are flexible and when it is appropri- 
ate to bend the rules. 
Are aware of resources and how to use them. 

Are usually more self-confident, less anxious, and 
therefore more focused than less experienced nurses. 
Are comfortable with rethinking a procedure if patient 
needs require modification of the procedure. 

Have a better idea of suspected problems, allowing 
them to question more deeply and collect more rele- 
vant and in-depth data. 

Analyze standards and policies, looking for ways to 
improve them. 

Are challenged by novices’ questions, clarifying their 
own thinking when teaching novices. 


From Alfaro-LeFevre R: Critical thinking in nursing: a practical approach, ed 2, Philadelphia, 1999, Saunders. Reprinted with 


permission. 


critical thinker is significantly related to increased years 
of work experience and to higher education level; more- 
over, nurses with critical thinking abilities tend to be 
more competent in their practice than nurses with less 
well-developed critical thinking skills (Chang et al., 
2011). Box 11.4 summarizes these characteristics and 
offers an opportunity for you to evaluate your progress 
as a critical thinker. 

An excellent continuing education (CE) self-study 
module designed to improve your ability to think critically 
can be found online at http://ce.nurse.com/course/ce168- 
60/improving-your-ability-to-think-critically/. (Note that 
there is a modest fee for this course.) Continuing one’s 
education through lifelong learning is an excellent way 
to maintain and enhance your critical thinking skills. 
The website http://ce.nurse.com has more than 500 CE 
opportunities available online and may be helpful to 
you as you seek to increase your knowledge base and 
improve your clinical judgment. Being intentional about 
improving your critical thinking skills ensures that you 
bring your best effort to the bedside in providing care for 
your patients. 


THE NURSING PROCESS: A UNIVERSAL 
INTELLECTUAL STANDARD 


Critical thinking requires systematic and disciplined use 
of universal intellectual standards (Paul and Elder, 2015), 
In the practice of nursing, the nursing process rep- 
resents a universal intellectual standard by which prob- 
lems are addressed and solved. The nursing process is a 
method of critical thinking focused on solving patient 
problems in professional practice. The nursing process is 
“a conceptual framework that enables the student or the 
practicing nurse to think systematically and process per- 
tinent information about the patient” (Huckabay, 2009, 
p. 72). This process combines the “art of nursing” (cre- 
ativity) with systems theory and the scientific method 
to produce high level care for your patients that is both 
interpersonal and interactive (Doenges et al., 2013). 

You engage in problem solving daily. Suppose your 
favorite band is performing in a nearby city the night 
before a big exam in pathophysiology. Your exam counts 
as 35% of your final grade. But you have wanted to see this 
band since you were 15, and you do not know when you 
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BOX 11.4 Self-Assessment: Critical 
Thinking 


Directions: Listed below are 15 characteristics of critical 
thinkers. Mark a plus sign (+) next to those you now 
possess, mark IP (in progress) next to those you have 
partially mastered, and mark a zero (0) next to those you 
have not yet mastered. When you are finished, make a 
plan for developing the areas that need improvement. 
Share it with at least one person, and report on prog- 
ress weekly. 


Characteristics of Critical Thinkers 
Inquisitive/curious/seeks truth 
Self-informed/finds own answers 
Analytic/confident in own reasoning skills 
Open-minded 
Flexible 
Fair-minded 
Honest about personal biases/self-aware 
Prudent/exercises sound judgment 
Willing to revise judgment when new evidence 
warrants 

Clear about issues 

Orderly in complex matters/organized approach 
to problems 

Diligent in seeking information 

Persistent 

Reasonable 

Focused on inquiry 


will have another chance. You are faced with weighing a 
number of factors that will influence your decision about 
whether to go see the band: your grade going into the 
exam; how late you will be out the night before the exam; 
how far you will have to drive to see the band; and how 
much study time you will have to prepare for the exam in 
advance. You are really conflicted about this, so you decide 
to let another factor determine what you will do: the cost 
of the ticket. When you learn that the only seats available 
are near the back of the venue and cost $120.00 each, you 
decide to stay home and get a good night’s sleep before the 
big exam; the next day you make a grade of 98% on the 
exam. You then realize that because you made such a good 
grade on this exam, you will have much less pressure when 
studying for the final exam at the end of the semester. You 
have identified a problem (not a particularly serious one, 
but one with personal significance), considered various 
factors related to the problem, identified possible actions, 
selected the best alternative, evaluated the success of the 
alternative selected, and made adjustments to the solution 
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based on the evaluation. This is the same general process 
nurses use in solving patient problems through the nursing 
process. 

For individuals outside the profession, nursing is 
commonly and simplistically defined in terms of tasks 
nurses perform. Many students get frustrated with 
activities and courses in nursing school that are not 
focused on these tasks, believing that the tasks of nurs- 
ing are nursing. Even within the profession, the intellec- 
tual basis of nursing practice was not articulated until 
the 1960s, when nursing educators and leaders began to 
identify and name the components of nursing’s intellec- 
tual processes. This marked the beginning of the nursing 
process. In today’s evolving health care environment, 
the use of the nursing process streamlines the processes 
of care that are entered into the electronic health record 
(EHR). Furthermore, the use of the nursing process pro- 
vides a means of determining the economic contribu- 
tions of nursing to patient outcomes, so nursing care can 
be cost effective yet still be consistent with the goals and 
perspectives of the profession (Doenges et al., 2013). 

In the 1970s and 1980s, debate about the use of the term 
diagnosis began. Until then, diagnosis was considered to be 
within the scope of practice of physicians only. Although 
nurses were not educated or licensed to diagnose med- 
ical conditions in patients, nurses recognized that there 
were human responses amenable to independent nursing 
intervention. Using diagnoses gave nurses a universal ter- 
minology, “standardizing the ‘what’ and ‘how’ of the work 
of nursing” (Doenges et al., 2013, p. 10). A nursing diag- 
nosis, then, is “a clinical judgment about individual, fam- 
ily or community responses to actual or potential health 
problems or life processes which provide the basis for 
selection of nursing interventions to achieve outcomes for 
which the nurse has accountability” (NANDA-I, 2012). 
These responses could be identified (diagnosed) through 
the careful application of specific defining characteristics. 
On its website, NANDA-I notes that “Nursing diagnoses 
communicate the professional judgments that nurses make 
every day to our patients, colleagues, members of other dis- 
ciplines, and the public” (NANDA-I, 2018). 

In 1973 the National Group for the Classification 
of Nursing Diagnosis published its first list of nursing 
diagnoses. This group later became known as NANDA, 
founded in 1982, and is now known as NANDA Inter- 
national, Inc. (NANDA-I; NANDA was the acronym 
for the now obsolete name North American Nursing 
Diagnosis Association). Its mission is to “facilitate the 
development, refinement, dissemination and use of 
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standardized nursing diagnostic terminology” with the 
goal to “improve the health care of all people” (NANDA-I, 
2012). NANDA-T’s 2015-2017 edition of Nursing Diagno- 
ses: Definitions and Classifications contains 235 diagnoses 
approved for clinical testing, with 25 new diagnoses and 
13 revised diagnoses. Diagnoses are retired if it becomes 
evident that their usefulness is limited or outdated, such 
as the former diagnosis “disturbed thought processes.” 

The development of the concept of nursing diagno- 
sis was an effort to standardize the language of care by 
nurses. This is part of what has become a larger issue 
of the development of standardized nursing languages 
(SNLs) that describe what nurses do. Other SNLs include 
the Clinical Care Classification (CCC), Nursing Interven- 
tions Classifications (NIC), Nursing Outcomes Classifi- 
cations (NOC), the Omaha System-Community Health 
Classification System (OS), and the Perioperative Nurs- 
ing Data Set (PNDS) (Doenges et al., 2013). Your expo- 
sure and experience with these SNLs will vary depending 
on the location and setting where you practice. 

A diagnosis is approved for use by NANDA-I based 
on up-to-date evidence and the guidance from research- 
ers, expert diagnosticians, and educators. Each diagno- 
sis has standard diagnostic indicators such as defining 
characteristics of the patient problem, related factors, 
and risk factors. Here is a simple example of how an 
approved nursing diagnosis may be used: 

Two days after a surgery for a large but benign 
abdominal mass, Mr. Stevens, 55 years old, 104 kg (229 
Ib), is not able to cough up the significant secretions 
he has accumulated in his airway. He is having some 
dyspnea and has audible wheezes. Your diagnosis is that 
Mr. Stevens has ineffective airway clearance, based on 
NANDA-I’s taxonomy, because you have determined 
that the risk factors and physical signs and symptoms 
associated with this diagnosis apply to him. 

A more detailed discussion of nursing diagnosis is 
located in the next section of this chapter. 

The nursing process as a method of addressing clin- 
ical problems is taught in schools of nursing across the 
United States, and many states refer to it in their nursing 
practice acts. Ideally, the nursing process is used as a cre- 
ative approach to thinking and decision making in nurs- 
ing. Because the nursing process is an integral aspect of 
nursing education, practice, standards, and practice acts 
nationwide, learning to use it as a mechanism for criti- 
cal thinking and as a dynamic and creative approach to 
patient care is a worthwhile endeavor. The nursing pro- 
cess has sometimes been the subject of criticism among 


Developing Nursing Judgment through Critical Thinking 


nurses. In recent years, some nursing leaders have ques- 
tioned the use of the nursing process, describing it as lin- 
ear, rigid, and mechanistic. They believe that the nursing 
process contributes to linear thinking and stymies critical 
thinking. Despite reservations among some nurses about 
its use, the nursing process remains the cornerstone of 
nursing standards, legal definitions, and practice and, as 
such, should be well understood by every nurse. 


STEPS OF THE NURSING PROCESS 


Like many frameworks for thinking through problems, 
the nursing process is a series of organized steps, the pur- 
pose of which is to impose some discipline and critical 
thinking on the provision of excellent care. Identifying 
specific steps makes the process clear and concrete but 
can cause nurses to use them rigidly. Keep in mind that 
this is a process, that progression through the process 
may not be linear, and that it is a tool to use, not a road 
map to follow rigidly. More creative use of the nursing 
process may occur by expert nurses who have a greater 
repertoire of interventions from which to select. For 
example, if a newly hospitalized patient is experiencing 
a great deal of pain, a novice nurse might proceed by 
asking family members to leave so that the patient could 
rest in a quiet environment. An expert nurse would real- 
ize that the family may be a source of distraction from 
the pain or may be a source of comfort in ways that the 
nurse may not be able to provide. The expert nurse, in 
addition to assessing the patient, is willing to consider 
alternative explanations and interventions, enhancing 
the possibility that the patient’s pain will be relieved. 


Phase 1: Assessment 


Assessment is the initial phase or operation in the nurs- 
ing process. During this phase, information or data 
about the individual patient, family, or community are 
gathered. Data may include physiologic, psychological, 
sociocultural, developmental, spiritual, and environ- 
mental information. The patient’s available financial or 
material resources also need to be assessed and recorded 
in a standard format; each institution will have its distinct 
method of collecting and recording assessment data. 


Types of Data 


Nurses obtain two types of data about and from patients: 
subjective and objective. Subjective data are obtained 
from patients as they describe their needs, feelings, 
strengths, and perceptions of the problem. Subjective 
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data are often referred to as symptoms. Examples of sub- 
jective data are statements such as, “I am in pain” and 
“T don't have much energy.’ The only source for these 
data is the patient. Subjective data should include phys- 
ical, psychosocial, and spiritual information. Subjective 
data can be very private. Nurses must be sensitive to the 
patient’s need for confidence in the nurse’s trustworthi- 
ness when collecting subjective data. 

Objective data are the other types of data that the 
nurse will collect through observation, examination, 
or consultation with other health care providers. These 
data are measurable, such as pulse rate and blood pres- 
sure, and include observable patient behaviors. Objec- 
tive data are often called signs. An example of objective 
data that a nurse might gather is the observation that 
the patient, who is lying in bed, is diaphoretic, pale, and 
tachypneic, clutching his hands to his chest. 

Objective data and subjective data usually are con- 
gruent; that is, they usually are in agreement. In the 
situation just described, if the patient told the nurse, “I 
feel like a rock is crushing my chest, the subjective data 
would substantiate the nurse’s observations (objective 
data) that the patient has signs consistent with a heart 
attack (myocardial infarction). Occasionally, subjective 
and objective data are in conflict. In this example, the 
patient may deny having chest pain (subjective data) 
despite evidence of signs of a myocardial infarction, 
including characteristic changes associated with a heart 
attack on the patient's electrocardiogram (objective 
data). A stark example of incongruent subjective and 
objective data unfortunately well known to labor and 
delivery nurses is that of a pregnant woman in labor who 
describes ongoing fetal activity (subjective data); how- 
ever, there are no fetal heart tones (objective data), and it 
is determined that the fetus has died in utero. Incongru- 
ent objective and subjective data require further care- 
ful assessment to ascertain the patient’s situation more 
completely and accurately. Sometimes incongruent 
data reveal something about the patient's concerns and 
fears—such as the fear of a heart attack or that one’s baby 
will be stillborn. To get a clearer picture of the patient’s 
situation, the nurse should use the best communication 
skills he or she possesses to increase the patient's trust. 


Methods of Collecting Patient Data 


A number of methods are used when collecting 
patient data. The patient interview is a primary 
means of obtaining both subjective and objective 
data. The interview typically involves a face-to-face 
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Fig. 11.1 A face-to-face interview with a patient is a primary 
means of collecting data and requires good interviewing skills, 
observation, and listening. (Photo used with permission from 
iStockPhoto.) 


interaction with the patient that requires the nurse 
to use the skills of interviewing, observation, and lis- 
tening (Fig. 11.1). Many factors influence the quality 
of the interview, including the physical environment 
in which the interaction occurs. If the patient is not 
in a private room, the open exchange of informa- 
tion may not occur easily. Sometimes the presence of 
family members constrains the flow of information 
from a patient, especially when dealing with sensi- 
tive or private issues. Similarly, if an interview takes 
place in a cold, noisy, or public place, the type of data 
obtained may be affected by environmental distrac- 
tions. Internal factors related to the patient’s condi- 
tion may influence the amount and the type of data 
obtained. For example, when interviewing a patient 
who is experiencing shortness of breath, the verbal 
data obtained in the interview may be limited, but 
careful observation and attentive listening can yield 
much information about the patient’s condition. 
Physical examination is the second method for 
obtaining data. Nurses use physical assessment tech- 
niques of inspection, auscultation, percussion, and pal- 
pation to obtain these data, in addition to technology 
such as a bladder scan to detect urinary retention. A 
third method of obtaining data is through consultation. 
Consultation is discussing patient needs with health 
care providers who are directly involved in the care of 
the patient. Nurses also consult with patients’ families 
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to obtain background information and their perceptions 
about the patients’ needs; however, it is necessary for 
the nurse to remember that the patient’s family may be 
unaware of certain concerns or situations of the patient. 
For example, an 18-year-old young woman is brought 
to the emergency department’s urgent care facility for 
dysuria (pain on urination). While her mother is out 
of the room, she tells you that she had intercourse 2 
days earlier, a useful piece of history in determining 
the patient's likely medical diagnosis of a urinary tract 
infection. You note that she has waited until her mother 
is absent before telling you this important piece of 
information; recognizing that this is sensitive and pri- 
vate information, you do not mention it in front of the 
patient’s mother. 


Organizing Patient Data 


Once patient data have been collected, they must be 
sorted or organized. A number of methods have been 
developed to assist nurses in organizing patient data. 
Abdellah’s 21 nursing problems, Henderson's 14 nurs- 
ing problems, Yura and Walsh’s (1983) human needs 
approach, and Gordon's (1976) 11 functional health 
patterns are commonly used frameworks for collecting 
and organizing patient data. Contemporary nursing the- 
orists continue to develop other organizing frameworks, 
including those of Madeleine Leininger, Sister Callista 
Roy, Dorothy Orem, and others that you read about in 
Chapter 9. 


Confidentiality of Patient Data 


A word of caution is needed concerning patient data. 
Earlier it was noted that patients confide personal 
information to nurses if they believe the nurse is trust- 
worthy. It can seem obvious when to avoid sharing 
sensitive information with patients’ families. However, 
nurses must limit the sharing of information to only the 
other providers directly involved in the patient’s care. 
Nurses must respect patients’ privacy rights and should 
never discuss patient information with anyone who 
does not have a work-related need to know. This is not 
only an ethical issue but also a legal issue. Patients’ pri- 
vacy is protected by federal law (see Health Insurance 
Portability and Accountability Act of 1996 [HIPAA] 
in Chapter 6). Conversations about patients in pub- 
lic places or consulting with other providers on a cell 
phone in a hallway or elevator are other ways in which 
patients’ privacy is breached. 
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Ensuring patients’ privacy is complicated in that 
vast amounts of patient data are stored digitally and 
retrieved relatively easily. Although the issues of confi- 
dentiality and access to digital data have yet to be fully 
resolved, each nurse should be entrusted never to vio- 
late a patient’s privacy by revealing patient information 
except to other members of that patient’s treatment team 
on a need-to-know basis. 


Phase 2: Analysis and Identification of 
the Problem 


During the data-gathering phase of the nursing process, 
nurses obtain a great deal of information about their 
patients. These data must first be validated and then com- 
pared with norms to sort out data that might indicate 
a problem or identify a pattern. Next, the data must be 
clustered or grouped so that problems can be identified 
and their cause discerned. Knowledge from the science 
of nursing, biologic sciences, and social sciences enables 
nurses to observe relationships among various pieces of 
patient data. This process is known as data analysis and 
results in the identification of one or more problems that 
are amenable to nursing intervention. The problems are 
often then characterized as nursing diagnoses. 

Here is an example of how a nurse will take informa- 
tion from a variety of sources, analyze it, and adjust the 
plan of care accordingly: 

Ms. Wills is a 62-year-old woman with a 4-year his- 
tory of stage 4 breast cancer who is admitted to your unit 
for paracentesis to remove the large volume of ascites that 
has accumulated in her abdomen, making it very uncom- 
fortable for her to breathe and move. Ms. Wills is a good 
historian: she tells you in detail about her cancer diag- 
nosis and treatments, her abundant family support, her 
religious faith, and her decision to enter hospice care after 
the cancer was found to have metastasized to her brain. 

Ms. Wills’ hospice nurse calls to check on her and 
gives you some important information: although Ms. 
Wills is receiving end-of-life care, she insists that her 
cancer will be cured because she and others have been 
praying for a cure. The hospice nurse shares this infor- 
mation because she believes that you need to know this 
may be a factor in Ms. Wills’ care. You read part of the 
patient’s medical record and note that it is consistent 
with Ms. Wills’ account of her illness. The paracentesis 
removes 4 L of ascites. Afterward, Ms. Wills tells you 
that she feels so much better that she plans to contact 
her hospice nurse and tell her she will not be needing 
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their services any longer because she is cured. Ms. Wills’ 
physician believes that she needs a psychiatric consulta- 
tion because he believes that she is “in denial” about still 
having cancer. 

What had appeared to be a short admission for the 
management of a common occurrence (ascites) may 
have become a bit more complicated when Ms. Wills— 
the excellent historian who chronicled her cancer pro- 
gression in such detail—makes a statement that may 
have surprised you had you not been given specific 
information about Ms. Wills’ hope for a cure from her 
hospice nurse. This is the type of behavior you may see 
in certain settings, and although it seems inconsistent 
and even alarming, having the right information about 
a patient can be very useful in analyzing the patient’s 
responses. 


Distinctions between Medical and Nursing 
Diagnosis 

Nursing diagnosis is different from medical diagnosis 
and was never intended to be a substitute. Rather than 
focusing on what is wrong with the patient in terms of a 
disease process, a nursing diagnosis identifies the prob- 
lems the patient is experiencing as a result of the dis- 
ease process, that is, the human responses to the illness, 
injury, or threat. 

An important difference between nursing diagno- 
sis and medical diagnosis is that nursing diagnoses 
address patient problems that nurses can treat within 
their scope of practice. Proponents of nursing diagno- 
sis argue that it does little good for nursing diagnoses to 
include “appendicitis? because appendicitis is a medi- 
cal diagnosis requiring surgery, and nurses do not per- 
form surgery. A nursing diagnosis for a patient after an 
appendectomy might be “ineffective airway clearance” 
(as was the case with Mr. Stevens). Because it is within 
the scope of practice in all states for nurses to provide 
comfort measures and to assist patients to cough and 
deep breathe, this would be an appropriate nursing 
diagnosis that is remedied by nursing interventions. 
The medical diagnosis becomes a platform from which 
nursing diagnoses are developed: a patient with a new 
medical diagnosis of diabetes will have some very spe- 
cific nursing diagnoses and interventions based on the 
requirements of the medical condition (diabetes) that 
caused the patient to seek care. 

The use of nursing diagnosis does not have uni- 
versal support among various constituencies of the 
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discipline and profession. Critics believe that the lan- 
guage of nursing diagnosis obscures rather than clar- 
ifies patient problems. This causes confusion between 
disciplines involved in care of patients. Suppose 
a patient has a simple postoperative ileus. This is a 
medical diagnosis, but its management has impor- 
tant implications for nursing. The nursing diagno- 
sis “gastrointestinal motility, dysfunctional, related 
to decreased motor activity status post-abdominal 
surgery,” with its accompanying “comfort, impaired, 
related to intolerance of medications,” is a long way 
of saying that the patient has an ileus, has not been 
moving around, is in pain, and is not tolerating his 
medications. This more streamlined description of 
the patient’s clinical condition is recognizable across 
disciplines, and the implications for nursing manage- 
ment remain the same. In 2008 the American Asso- 
ciation of Colleges of Nursing (AACN) issued an 
executive summary, The Essentials of Baccalaureate 
Education for Professional Nursing Practice, which is 
described in Chapter 4. This summary emphasizes 
patient-centered care in interprofessional teams, 
which requires excellent communication across dis- 
ciplines. Particular emphasis is placed on the trans- 
lation of evidence into practice. Nursing diagnosis is 
not mentioned among the nine essentials. The com- 
plete summary can be found on the AACN website 
(http://www.aacnnursing.org). 

Despite a new focus on evidence-based practice, 
the need for interdisciplinary collaboration, and 
interprofessional teamwork, many schools of nurs- 
ing still teach NANDA-I nursing diagnoses, and 
many advanced practice nurses use them in their 
own practices. NANDA-approved nursing diagno- 
ses consist of six components (NANDA-I, 2003, pp. 
263-264): 

1. Label: Concise term or phrase that names the diagnosis 

2. Definition: Term or phrase that clearly delineates mean- 
ing and helps differentiate from similar diagnoses 

3. Related factors: Factors that precede, are associated 
with, or relate to the diagnosis 

4. Defining characteristics: Subjective and objective fea- 
tures 

5. Desired outcomes/evaluation criteria: What the patient 
and you set as goals and how you will measure prog- 
ress toward those goals 

6. Actions/interventions: What the patient and you will 
do to reach the goals for care 


CHAPTER 11 


BOX 11.5 Writing Nursing Diagnoses 
P = Problem (NANDA-! diagnostic label) 


E = Etiology (causal factors) 
S = Signs and symptoms (defining characteristics) 


All nursing diagnoses must be supported by data, which 
NANDA-I refers to as defining characteristics (i.e., signs 
and symptoms). 

Accurate diagnosis of human responses is very 
important. Effective interventions depend on an 
accurate diagnosis. Lunney (2008) wrote an appeal to 
nurses in practice and education to address this issue 
of diagnostic accuracy. Lunney based the appeal on 
research findings that there is a need for more diag- 
nostic consistency among nurses, that the issue of 
accuracy will always be present because of the com- 
plexities of nursing, and that EHRs make the issue of 
accuracy of diagnosis even more significant. Paans and 
colleagues (2011) found four domains of factors that 
affect nurses’ accurate documentation of diagnoses: (1) 
nurses themselves as effective diagnosticians; (2) how 
nurses are educated about nursing diagnoses; (3) the 
complexity of a patient’s situation; and (4) the degree 
to which a hospital’s policy and environment supports 
the use of nursing diagnosis. 

A format formerly used to write the diagnostic 
statement, called the PES format (problem, etiology, 
signs/symptoms), was developed by Marjory Gor- 
don (1987), a founder of NANDA-I. Once commonly 
used, NANDA-I no longer uses this format and now 
refers to the component parts of the nursing diagnosis 
as related factors and defining characteristics. Several 
countries and nursing publications, however, still use 
the PES format, which is shown in Box 11.5 so that you 
can become familiar with it when you run across it in 
journals and settings that still use this format. NAN- 
DA-I continues to work to align its mission for a nurs- 
ing diagnostic system to the demands of today’s health 
care environment. 


Prioritizing Nursing Diagnoses 

After diagnoses are identified, the nurse must put them 
in order of priority. Two common frameworks are used 
to establish priorities. One of these considers the rela- 
tive danger to the patient. With use of this framework, 
diagnoses that are life threatening are the nurse’s first 
priority. Next are those that have the potential to cause 


Developing Nursing Judgment through Critical Thinking 


harm or injury. Last in priority are those diagnoses that 
are related to the overall general health of the patient. 
Thus a diagnosis of “ineffective airway clearance” 
would be dealt with before “sleep pattern disturbance,” 
and “sleep pattern disturbance” would have priority 
over “knowledge deficit.” 

Another framework used to prioritize diagnoses 
is Maslow’s (1970) hierarchy of needs (refer to Chap- 
ter 8, Fig. 8.3). When this framework is used, there is 
an inverse relationship between high-priority nursing 
diagnoses and high-level needs. In other words, high- 
est priority is given to diagnoses related to basic phys- 
iologic needs. Diagnoses related to higher-level needs 
such as love and belonging or self-esteem, although 
important, have priority only after basic physiologic 
needs are met. 

Except in life-threatening or other emergency sit- 
uations, nurses should take care to involve patients in 
identifying priority diagnoses. Because varied socio- 
cultural factors have a great impact on the manner 
in which patients prioritize problems, nurses must 
be aware of these factors and take them into consid- 
eration when planning patient care. The nurse’s own 
cultural perspective must not take priority over that 
of the patient in determining priorities. For example, 
many maternity nurses are very strong proponents of 
breastfeeding and consider it one of their priorities to 
assist new mothers to establish effective breastfeeding 
patterns. However, for some women, breastfeeding is 
not a cultural norm or a desirable behavior of new 
motherhood. Although it may be difficult to under- 
stand for the maternity nurse who has expertise in 
the benefits of breastfeeding, imposing the nurse's 
cultural and professional perspective on the patient 
is unacceptable and can lead to diminished effective- 
ness of nursing care in other domains in which the 
new mother needs assistance. 


Phase 3: Planning 


Planning is the third phase in the nursing process. 
Planning begins with identification of patient goals and 
determination of ways to reach those goals. Goals are 
used by the patient and the nurse to guide the selec- 
tion of interventions and to evaluate patient progress. 
Bloom’s taxonomy (as described by Spring, 2010) in 
Box 11.6 provides a simple description of domains 
of learning that drive the development of patient 
goals: psychomotor, cognitive, and affective goals. 
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BOX 11.6 Bloom’s Taxonomy 


A taxonomy is a classification system. Bloom, an edu- 
cator, described types of learning in terms of domains 
of educational activities. This taxonomy is helpful for 
nursing: 

e Psychomotor domain: Involves physical movement 
and increasingly complex activities in the motor-skill 
arena. Learning in this domain can be assessed by 
measures such as distance, time, and speed. 

e Nursing goal: Patient will move from bed to chair 
three times today without assistance. 

Cognitive domain: Involves knowledge and intellec- 

tual skills. Cognitive skills range from simple recall to 

complex tasks such as synthesis and evaluation. 

e Nursing goal: Maternity patient will list five signs 
of illness in her newborn infant by the time she is 
discharged. 

Affective domain: Involves the emotions, such as 

feelings, values, and attitudes. 

e Nursing goal: Pregnant patient will describe will- 
ingness to consider breastfeeding her newborn 
infant. 

Setting nursing goals using Bloom's taxonomy is a 
simple way to address the three important domains of 
the patient's needs. A single patient is likely to have 
goals in each of these domains. 


Modified from American Philosophical Association: The Delphi 
report: research findings and recommendations prepared 

for the Committee on Pre-college Philosophy, Milbrae, Calif, 
1990, The California Academic Press. 


This taxonomy identified domains of educational activ- 
ities well suited to nursing. 

Just as nursing diagnoses are written in collabo- 
ration with the patient, goals should also be agreed 
on by both nurse and patient unless collaboration is 
impossible, such as when the patient has an altered 
mental status, is a young child, or is incapacitated 
in some way, or if the nurse and patient do not 
speak the same language. In the event of a cognitive 
problem, family members or significant others can 
collaborate with the nurse. In the case of the nurse 
whose patient speaks another language, a qualified 
medical interpreter can be instrumental in helping 
the nurse collaborate with the patient; in fact, it is 
not acceptable to use a patient’s family members or 
friends to interpret. Goals give the patient, family, 
significant others, and nurse direction and make 
them active partners. 
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Writing Patient Goals and Outcomes 


The terms goal and objective are often used inter- 
changeably. Note that the word objective is used dif- 
ferently here than its earlier use, when it was used as 
an adjective describing observable and measurable 
data. In terms of outcomes, the word objective is a 
noun and means a goal or specific aim of interven- 
tion. Goals or objectives are statements of what is 
to be accomplished and are derived from the diag- 
noses. Because the problem or diagnosis is written 
as a patient problem, the goal should also be stated 
in terms of what the patient will do rather than what 
the nurse will do. The goal begins with the words 
the patient will or the patient will be able to. The goal 
sets a general direction, includes an action verb, and 
should be both attainable and realistic for the patient. 

Outcome criteria are specific and make the goal 
measurable. Outcome criteria define the terms under 
which the goal is said to be met, partially met, or 
unmet. Each diagnosis has at least one patient goal, 
and each patient goal may have several outcome cri- 
teria. Effective outcome criteria state under what con- 
ditions, to what extent, and in what time frame the 
patient is to act. For the postoperative patient who 
had an abdominal procedure, a sample patient goal 
with outcome criteria might be, “The patient will 
be able to walk 3 blocks a day with a cane within 1 
month after hip replacement surgery.’ It is easy to see 
that this goal is written in terms of what the patient 
will do (walk), is measurable (3 blocks), gives condi- 
tions (with a cane), and has a specified time frame for 
accomplishment (1 month after surgery). 

Establishing a time frame for patient goals to be 
met is important. Short-term goals may be attainable 
within hours or days. They are usually specific and 
are small steps leading to the achievement of broader, 
long-term goals. For example, “The patient will limit 
his smoking to a half-pack per day within a week” is 
a short-term goal, and the time limit for accomplish- 
ment can be brief, perhaps a week or 10 days. Long- 
term goals, however, usually represent major changes 
or rehabilitation. A goal such as “The patient will stop 
smoking entirely” may take months or perhaps even 
years to accomplish, and the time frame should be set 
accordingly. Setting realistic goals in terms of both 
outcomes and time is extremely important. Frustra- 
tion and discouragement can occur when goals are 
unrealistic in outcomes or time. 
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The nurse can be a good resource for helping patients 
in determining accessible goals. For example, assume 
that your patient is a young man with a severe com- 
pound fracture of his thigh and several torn ligaments 
in his knee from a single-car automobile accident. The 
injury will require several orthopedic surgeries. To com- 
plicate matters, he has a nosocomial (hospital-acquired) 
infection in his surgical site. One day, he mentions to 
you that his goal is to run a marathon within a year. 
Running a marathon is a worthy goal and is reachable 
eventually for this young man. It is immaterial whether 
you believe he can reach his goal; however, as his nurse 
on the orthopedic and trauma unit, you recognize the 
importance of setting short-term goals right now that 
will improve his health and better the chances of achiev- 
ing his goal of running a marathon. Your care plan 
should reflect the short-term, attainable goals (such as 
walking with a walker the length of the hallway twice 
a day) that he needs to reach in the meantime that will 
move him toward his long-term, personal goal. 

Cultural congruency is an important consideration 
in setting patient goals and selecting interventions. A 
culturally congruent intervention is one that is devel- 
oped within the broad social, cultural, and demographic 
context of the patient’s life. The patient is more likely to 
benefit from an intervention that is tailored to his or 
her specific sociocultural needs and interests. Although 
cultural congruency is an important element to effective 
intervention, the nurse must take care not to stereotype 
patients or assume that “all ” (fill in the blank) 
like the same things, will react the same way, or respond 
to the same intervention. In Considering Culture Box 
11.1, you will be introduced to a research report explain- 
ing the importance of having culturally appropriate edu- 
cational materials to prepare African American women 
for their breast biopsies. Read the paper carefully, and 
then address the questions. 


Selecting Interventions and Planning Care 


After short- and long-term goals are identified through 
collaboration between nurse and patient, the nurse 
develops a plan of care that contains actions designed to 
assist the patient in achieving a stated goal. Every goal 
has a specific intervention, which may be carried out by 
a registered nurse (RN) or delegated to other members 
of the nursing staff. 

The nursing care plan is part of the whole plan of 
care by the health care team. Nursing interventions 
are designed to treat the patient’s response to an illness 
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(CONSIDERING CULTURE BOX 11.1 


Challenge: Culturally Appropriate 
Interventions—Impact of Culture on 
Nursing Interventions 


From the Association of Black Nursing Faculty website 
(www.abnf.net): “The purpose of the Association of 
Black Nursing Faculty, Inc. (ABNF) is to form and main- 
tain a group whereby Black professional nurses with 
similar credentials, interests, and concerns may work 
to promote certain health-related issues and education- 
al interests for the benefit of themselves and the Black 
community.” 

An example of the interests and work that have devel- 
oped from the ABNF is found in The ABNF Journal, pub- 
lished six times each year. Volume 17, issue 1 in 2006 
was dedicated to the issue of breast cancer in African 
American women. The research article “Getting Ready: 
Developing an Educational Intervention to Prepare Af- 
rican American Women for Breast Biopsy” describes 
the efforts to produce intervention materials for African 
American women preparing to undergo breast biopsies. 
African American women are more likely to die of breast 
cancer than are White American women, although few- 
er Black women than White women have a diagnosis of 
breast cancer. This is a source of great concern in the 
African American community and among researchers, 
who are trying to determine why this is the case. 

In the Implications section at the end of the article, the 
authors refer to the cultural appropriateness of study 
materials to be used in an intervention. As you read this 
article, consider these questions: 

1. In addition to ethnicity, can you think of other ways that 
interventions should be made culturally appropriate ? 

2. What might happen if an intervention is not culturally 
appropriate? 

3. Who determines what is and is not culturally appro- 
priate? 

You can find the article here: Bradley PK, Berry A, Lang 

C, Myers RE: Getting ready: developing an education- 

al intervention to prepare African American women for 

breast biopsy, ABFN J 17(1):15-19, 2006. 


or medical treatment, whereas the physician or an 
advanced practice nurse will prescribe treatments for 
the specific illness or disease. Nursing interventions can 
and should begin before diagnostic testing or surgery, 
common reasons why patients are admitted to inpatient 
units. For example, before surgery patients are taught 
about pain management and pulmonary care that they 
will face after surgery. These activities are designed to 
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manage pain and prevent postoperative respiratory 
problems caused by immobility. They are appropriate 
because prevention of complications resulting from 
immobility is a nursing responsibility. Nurses may con- 
sult with other health care providers, such as the dieti- 
tian, physical therapist, or pharmacist, to adequately 
prepare their patient for upcoming surgery or other 
invasive procedures. 

Types of nursing interventions. Nursing interven- 
tions are of three basic types: independent, dependent, 
or interdependent. Independent interventions are 
those for which the nurse’s intervention requires no 
supervision or direction by others and are within their 
scope of practice as defined by their state nursing prac- 
tice act. Nurses have the knowledge and skills to carry 
out independent actions safely. An example of an inde- 
pendent nursing intervention is teaching a patient how 
to breastfeed her newborn infant. 

Dependent interventions require instructions, 
written prescriptions, or supervision of another health 
professional with prescriptive authority. These actions 
require knowledge and skills on the part of the nurse but 
may not be done without explicit directions. An example 
of a dependent nursing intervention is the administra- 
tion of medications. Although a physician or advanced 
practice nurse must prescribe medications in inpatient 
settings, it is the responsibility of the nurse to know how 
to administer them safely and to monitor their effec- 
tiveness. The nurse also must question prescriptions he 
or she thinks are inconsistent with safe care or are not 
within accepted standards of care. 

The third type, interdependent (or collaborative) 
interventions, includes actions in which the nurse 
must collaborate or consult with another health pro- 
fessional before carrying out the action. One example 
of this type of action is the nurse implementing pre- 
scriptions or treatments that have been written by a 
physician in a protocol. Protocols define under what 
conditions and circumstances a nurse is allowed to 
treat the patient, as well as what treatments are per- 
missible. They are used in situations in which nurses 
need to take immediate action without consulting with 
a physician, such as in an emergency department, a 
critical care unit, or a home setting. 


Writing the Plan of Care 


Once interventions are selected, a written plan of care is 
devised, often in the EHR. Some health care agencies use 
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individually developed plans of care for their patients. 
The nurse creates and develops a plan for each patient. 
Others use standardized plans of care that are based on 
common and recurring problems. The nurse then indi- 
vidualizes these standard plans of care. An advantage of 
using standardized plans is that they can decrease the 
time spent in generating a completely new plan each 
time a patient is seen. These plans are easily generated in 
the EHR, with the nurse making selections from menus 
to individualize the plan to the particular patient. The 
amount of time needed to update and document these 
plans is then minimized. 

Because of the decreasing average length of stay for 
patients in health care facilities, the increasing focus 
on achieving timely patient outcomes in the specific 
time frame permitted by reimbursement systems, 
and the emphasis by accrediting bodies on multidis- 
ciplinary care, many agencies have adopted the use 
of multidisciplinary plans of care known as critical 
pathways, collaborative care plans, or care maps. 
Critical pathways have been replaced with other types 
of multidisciplinary care plans in some settings. Mul- 
tidisciplinary care plans are written in collaboration 
with physicians and other health care providers and 
establish a sequence of short-term daily outcomes 
that are easily measured. This type of care planning 
facilitates communication and collaboration among 
all members of the health care team. It also permits 
comparisons of outcomes between treatment plans, 
as well as among health care facilities. As with the 
nursing process, unyielding adherence to the criti- 
cal path without considering a patient’s idiosyncratic 
responses can negatively affect patient outcomes and 
is a detriment to successful nursing care. 

The development of appropriate plans of care 
depends on the nurse’s ability to use critical thinking. 
Nurses must be able to analyze information and argu- 
ments, make reasoned decisions, recognize many view- 
points, and question and seek answers continuously. 
At the same time, nurses must be logical, flexible, and 
creative and take initiative while considering the holistic 
nature of each patient. 


Phase 4: Implementation of Planned 
Interventions 

Implementation, the fourth phase or operation of the 
nursing process, occurs when nursing orders are actu- 
ally carried out. Most people think of nursing as “doing 
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something” for or to a patient. Notice, however, that 
in using the nursing process, nurses do a great deal of 
thinking, analyzing, and planning before the first actual 
nursing action takes place. 

Professional nurses understand the crucial nature of 
the first three phases of the nursing process in ensur- 
ing that safe and appropriate care occurs. Nurses who 
forgo these essential phases and move immediately into 
action are not providing care in a responsible, profes- 
sional manner. Patients feel a greater sense of trust in 
nurses who are providing care when dependent, inde- 
pendent, and interdependent orders are planned and 
carried out in an orderly, competent manner. Common 
nursing interventions include such actions as managing 
pain, preventing postoperative complications, educating 
patients, and monitoring certain aspects of the patient’s 
physiologic care. As the nurse carries out planned inter- 
ventions, he or she is continually assessing the patient, 
noting responses to nursing interventions, and modify- 
ing the care plan or adding nursing diagnoses as needed. 
Documentation of nursing actions is an integral part of 
the implementation phase. 

Let’s refer back to the case of Ms. Wills, who appears 
to believe after her paracentesis that she is cured of cancer 
and no longer needs hospice care; remember that her phy- 
sician believes that she needs a psychiatric consultation. 

You have done a thorough assessment of Ms. Wills 
and have no reason to believe, given what you have 
noted about her from both her objective and subjective 
data, that she has developed a psychiatric problem. You 
do know, however, that she has been praying a lot for 
a cure and that as a person of faith, she wants to trust 
that this will happen. You also know that she had in fact 
agreed to enter hospice care rather than to continue to 
seek medical treatment. Furthermore, you know that 
she truly feels better after having a gallon or more of 
fluid removed from her abdomen. As you are doing her 
4 p.m. assessment, she says, “I feel so good, I'm going 
to call my hospice nurse right now.” Without judgment 
or further questioning, you sit at her bedside, take her 
hand and simply say, “It must feel so good to have all 
that fluid gone.” Ms. Wills says with a sigh, “You can't 
imagine. I just wish it was that easy to drain away all 
the cancer.” You ask Ms. Wills if she would like for you 
to help her call her hospice nurse to tell her how much 
better she feels. 

You acted in a very caring, very professional way 
by addressing the specific reason Ms. Wills feels 
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better—the fluid removal—without confronting her 
with harsh fact that her cancer was not gone. You cor- 
rectly surmised that she in fact knew that. Helping her 
call her hospice nurse is a good way to help connect 
Ms. Wills to her substantial supportive network in 
hospice. The simple act of affirming her relief without 
judgment or trying to correct a momentarily hopeful 
thought gave you time to assess that Ms. Wills in fact 
does understand her situation. Sometimes the inter- 
vention itself becomes a means of assessment. You can 
tell Ms. Wills’ physician after your assessment that 
you do not recommend a psychiatric consultation. 
(You will read about SBAR communication—situa- 
tion, background, assessment, recommendation—in 
Chapter 12.) 


Phase 5: Evaluation 


Evaluation is the final phase of the nursing process. In 
this phase the nurse examines the patient’s progress 
in relation to the goals and outcome criteria to deter- 
mine whether a problem is resolved, is in the process 
of being resolved, or is unresolved. In other words, 
the outcome criteria are the basis for evaluation of the 
goal. Evaluation may reveal that data, diagnosis, goals, 
and nursing interventions were all on target and that 
the problem is resolved. 

Evaluation may also indicate a need for a change 
in the plan of care. Perhaps inadequate patient data 
were the basis for the plan, and further assessment 
has uncovered additional needs. The nursing diagno- 
ses may have been incorrect or placed in the wrong 
order of priority. Patient goals may have been inap- 
propriate or unattainable within the designated time 
frame. It is possible that nursing actions were incor- 
rectly implemented. 

Evaluation is a critical phase in the nursing pro- 
cess and one that is often slighted. The best nurs- 
ing care plan is one that is evaluated frequently 
and changed in response to the patient’s condition. 
Sometimes a care plan will reflect all the most com- 
mon nursing interventions used to treat specific 
diagnoses; it is not enough, however, to continue to 
do the “right things” if the patient is not improv- 
ing in the expected manner. If, on evaluation, the 
problem is not resolving in a timely way or will not 
resolve at all, the nursing care plan must be revised 
to reflect the necessary changes. 
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Fig. 11.2 The nursing process is a dynamic, nonlinear tool for 
critical thinking about human responses. 


THE DYNAMIC NATURE OF THE 
NURSING PROCESS 


The next morning Ms. Wills is leaving for home with 
her daughter after a restful night. She asks you if there 
is anything she can do to keep her ascites from com- 
ing back, such as limiting her fluid intake. Even as 
she is preparing to walk out the door, you understand 
that she is still your patient and has a specific need 
for knowledge. You tell her that the fluid—ascites— 
is happening because of the cancer and that there is 
really no way to prevent it from recurring. You also 
assure her, “We are always here to take care of you if 
you need us again.” 

A good plan is a flexible, responsive one; however, a 
care plan is only as effective as the nurse who carries it out. 

Although the phases in the nursing process are dis- 
cussed separately here, in practice they are not so clearly 
delineated, nor do they always proceed from one to 
another in a linear fashion. The nursing process (Fig. 
11.2) is dynamic, meaning that nurses are continuously 
moving from one phase to another and then beginning 
the process again. Often a nurse performs two or more 
phases at the same time—for instance, observing a 
wound for signs of infection (assessment) while chang- 
ing the dressing on the wound (intervention) and asking 
the patient the extent to which pain has been relieved by 
comfort measures (evaluation). 

Now that you have read about the phases of the 
nursing process, we will look back at the scenario in 
which you tried to determine whether you should go 
see your favorite band. The problem that was identified 
was the choice between studying for a pathophysiology 
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exam or going to see the band. Data, both objective 
(the schedule of the exam and the concert, the distance 
to be driven, the percentage of the final grade the exam 
represents, the cost of the ticket, the location of the 
available seats) and subjective (the long-term desire 
to see your favorite band, your hope to make a good 
grade on the exam), were gathered. Selection was made 
and implemented, and an evaluation of the implemen- 
tation was carried out when you got your grade on 
your exam. Problem solving is something each person 
does every day. The use of the nursing process provides 
professional nurses with a patient-centered framework 
with which to solve clinical problems to optimize the 
opportunity for excellent patient outcomes. 

An example of using the nursing process in a 
high-priority clinical situation is described in Box 11.7. 
This case study demonstrates how using the nursing 
process becomes so natural that experienced nurses 
go through the phases fluidly and automatically. 
Although no responsible nurse would take the time to 
write out this care plan in advance of acting on a diag- 
nosis of “ineffective airway clearance,’ you should 
understand that the nursing process is exactly the 
same for those high-priority nursing situations that 
require immediate action and those that will evolve 
over time. 


DEVELOPING CLINICAL JUDGMENT 
IN NURSING 


Becoming an effective nurse involves more than critical 
thinking and the ability to use the nursing process. It 
depends heavily on developing excellent clinical judg- 
ment. Clinical judgment consists of informed opinions 
and decisions based on empirical knowledge and expe- 
rience. Nurses develop clinical judgment gradually as 
they gain a broader, deeper knowledge base and clinical 
experience. Extensive direct patient contact is the best 
means of developing clinical judgment. 

Critical thinking and clinical reasoning used in the 
nursing process are both important aspects of clinical 
judgment. A nurse who has developed sound clinical 
judgment knows what to look for (e.g., elevation of 
temperature in a surgical patient), draws valid conclu- 
sions about possible alternative meanings of signs and 
symptoms (e.g., dehydration, atelectasis, postoperative 
infection), and knows what to do about it (e.g., assess for 
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BOX 11.7 Nursing Process Case Study of a High-Priority Diagnosis 


You have just received a report from the day shift about 
Mr. Burkes. You were told that he had been admitted with 
a diagnosis of cancer of the tongue and that he had a radi- 
cal neck dissection yesterday. He has a tracheostomy and 
requires frequent suctioning of his secretions. He is alert 
and responds by nodding his head or writing short notes. 

When you enter his room, you note that he is appre- 
hensive and tachypneic and is gesturing for you to come 
into the room. You auscultate his lungs and note coarse 
crackles and expiratory wheezes. You can see thick se- 
cretions bubbling out of his tracheotomy. He has poor 
cough effort. 

Based on these data, you realize that a priority nursing 
diagnosis is ineffective airway clearance. You immedi- 
ately prepare to perform tracheal suctioning. As you are 
suctioning, you watch the patient’s nonverbal responses 
and note that he is less apprehensive when the suction- 
ing is completed. You also auscultate the lungs and note 
that there are decreased crackles and that the expiratory 
wheezes are no longer present. Mr. Burkes writes “| can 
breathe now” on his note pad. 

I. Assessment 
A. Subjective data 
1. None because of inability to speak 
B. Objective data 
1. Tracheostomy with copious, thick secretions 
2. Tachypnea 


dehydration, listen to breath sounds, check incision for 
redness and drainage, seek another opinion, notify the 
surgeon). Developing sound clinical judgment requires 
recalling facts, recognizing patterns in patient behav- 
iors, putting facts and observations together to form a 
meaningful whole, and acting on the resulting informa- 
tion in an appropriate way. 

Knowing the limitations of your expertise is an 
important aspect of clinical judgment. Most nurses 
have an instinctive awareness of when they are 
approaching the limits of their expertise and will con- 
sult with other professionals as needed. Your state’s 
nursing practice act, health agency policies, school of 
nursing policies, and the profession’s standards of prac- 
tice all provide guidance in making the decision about 
nursing actions within your scope of practice. Nursing 
students, whether new to nursing or RNs in baccalaure- 
ate and master’s programs, must consider policies and 


3. Gesturing for help 

4. Coarse crackles and expiratory wheezes 

5. Poor cough effort 

ll. Analysis 
A. Ineffective airway clearance related to copious, 
thick secretions 
Ill. Plan 
A. Short-term goal: Patient will maintain patent airway 
as evidenced by absence of expiratory wheezes 
and crackles, decreased signs of anxiety, and air 
hunger. 

. Long-term goal: Patient will have patent airway as 
evidenced by his ability to clear the airway without 
the use of suctioning by the time of discharge. 

IV. Implementation 
A. Assess lung sounds every hour for crackles and 
wheezes. 

. Suction airway as needed. 

. Elevate head of bed to 45 degrees. 

. Teach patient abdominal breathing techniques. 

. Encourage patient to cough out secretions. 

V. Evaluation 
A. Short-term goal: Achieved as evidenced by decre- 
ased crackles and absent wheezes when auscul- 
tating the lungs; patient appears less anxious, 
indicated by writing that he “can breathe now” 
B. Long-term goal: Will be evaluated before discharge 


standards in determining their scope of practice in any 
given nursing situation. 

Box 11.8 contains a list of nine key questions to con- 
sider as you seek to improve your clinical judgment. 
Because the goal of nursing is to provide the best care 
to patients based on research and clinical evidence, the 
development of excellent clinical judgment is a profes- 
sional responsibility. As you work to gain clinical expe- 
rience and improve your own clinical judgment, these 
questions will help focus your thinking. 

Nurses are responsible for developing sound clin- 
ical judgment and are accountable for their decisions 
and nursing practice that arises from those decisions. 
Your current level of clinical judgment can always be 
improved, and you may want to devise a personal plan 
for improving your own clinical decision making. Work- 
ing thoughtfully through the self-assessment in Box 11.9 
will help you begin. 
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BOX 11.8 Clinical Judgment: Nine Key Questions 


1.What major outcomes (observable beneficial results) 


do we expect to see in this particular patient, family, or 
group when the plan of care is terminated? Example: 
The patient will be discharged without complications, 
able to care for himself, 3 days after surgery. Out- 
comes may be addressed on a standard plan, or you 
may have to develop these outcomes yourself. Make 
sure any predetermined outcomes in standard plans 
are appropriate to your patient's specific situation. 

. What problems or issues must be addressed to achieve 
the major outcomes? Answering this question will help 
you prioritize. You may have a long list of actual or po- 
tential health problems needing to be structured to set 
your priorities. 

.What are the circumstances? Who is involved (e.g., 
child, adult, group)? How urgent are the problems (e.g., 
life-threatening, chronic)? What are the factors influ- 
encing their presentation (e.g., when, where, and how 
did the problems develop)? What are the patient's val- 
ues, beliefs, and cultural influences? 

. What knowledge is required? You must know prob- 
lem-specific facts (e.g., how problems usually present, 
how they are diagnosed, what their common causes 
and risk factors are, what common complications oc- 
cur, and how these complications are prevented and 
managed), nursing process and related knowledge 
and skills (e.g., ethics, research, health assessment, 
communication, priority setting), and related sciences 
(e.g., anatomy, physiology, pathophysiology, pharma- 
cology, chemistry, physics, psychology, sociology). You 
must also be clearly aware of the circumstances, as 
addressed in question 3 above. 

. How much room is there for error? In the clinical set- 
ting, there is usually minimal room for error. However, 
it depends on the health of the individual and the risks 
of interventions. A healthy, young postoperative patient 
with no chronic illnesses may tolerate early mobility 


after surgery better than an elderly person with a his- 
tory of multiple chronic problems requiring numerous 
medications. Although their orders for postoperative 
ambulation may be identical and your commitment to 
their safe care exactly the same for these two patients, 
excellent clinical judgment based on your assessments 
allows you to conclude that the young patient is safe 
walking in the hallway with a family member, whereas 
the elderly patient needs your assistance and guidance 
during early ambulation. 


. How much time do | have? Time frame for decision 


making depends on (1) the urgency of the problems 
(e.g., there is little time in life-threatening situations, 
such as cardiac arrest) and (2) the planned length of 
contact (e.g., if your patient will be hospitalized for only 
2 days, you have to be realistic about what can be ac- 
complished, and key decisions need to be made early). 


. What resources can help me? Human resources include 


clinical nurse educators, nursing faculty, preceptors, 
experienced nurses, advanced practice nurses, peers, 
librarians, and other health care professionals (e.g., 
pharmacists, nutritionists, physical therapists, physi- 
cians). The patient and family are also valuable resourc- 
es (usually they know their own problems best). Other 
resources include texts, articles, other references, 
computer databases, decision-making support, national 
practice guidelines, and facility documents (e.g., guide- 
lines, policies, procedures, assessment forms). 


. Whose perspectives must be considered? The most 


significant perspective to consider is the patient's point 
of view. Other important perspectives include those of 
the family and significant others, caregivers, and rele- 
vant third parties (e.g., insurers). 


. What is influencing my thinking? Identify your person- 


al biases and any other factors influencing your critical 
thinking and therefore your clinical judgment. 


From Alfaro-LeFevre R: Critical thinking in nursing: a practical approach, ed 2, Philadelphia, 1999, Saunders. Reprinted with 
permission. 
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BOX 11.9 Self-Assessment: Developing Sound Clinical Judgment 


Answer the following questions honestly. When finished, 
make a list of the items you need to work on in your quest 
to develop sound clinical judgment and review it often. 
Seek opportunities to practice activities you have identi- 
fied that you need. 

1. Use high-quality references and resources. 

e Do | look up new terms when | encounter them to 
make them part of my vocabulary? 

e Do | familiarize myself with normal findings so that | 
can recognize those outside the norm? 

e Do | use research findings and base my practice on 
scientific evidence? 

e Do | learn the signs and symptoms of various con- 
ditions, what causes them, and how they are man- 
aged? 

2. Use the nursing process. 

e Do | always assess before acting, stay focused on 
outcomes, and make changes as needed? 

e Dol always base my judgments on fact, not emotion 
or speculation? 

3. Assess systematically. 

e Do | have a systematic approach to assessing 
patients to decrease the likelihood that | will overlook 
important data? 

4. Set priorities systematically. 

e Do | evaluate both the problem and the probable 
cause before acting? 

e Am | willing to obtain assistance from a more knowl- 
edgeable source when indicated? 

5. Refuse to act without knowledge. 

e Do! refuse to act when | do not know the indication, 
why it works, and what risks there are for harm to 
this particular patient? 


6. Use resources wisely. 

e Do | look for opportunities to learn from others, such 
as teachers, other experts, my colleagues, and con- 
tinuing education? 

e Do | seek help when needed, being mindful of 
patient privacy? 

7. Know standards of care. 

e Do | know facility policies, professional standards, 
school policies, and state board of nursing rules and 
regulations with regard to my legal scope of practice? 
Do | know the clinical agency's policies and proce- 
dures affecting my particular patients? 

Do | attempt to understand the rationales behind pol- 

icies and procedures? 

Do | follow policies and procedures carefully, recog- 

nizing that they are designed to help me use good 

judgment? 

Do | recognize that no workplace policy or procedure 

can override my state's limits on scope of practice? 
8. Know technology and equipment. 

e Do | routinely learn how to use patient technology 
such as intravenous pumps, patient monitors, and 
other equipment? 

e Do | learn how to check equipment for proper func- 
tioning and safety? 

9. Give patient-centered care. 

e Dol always remember the needs and feelings of the 
patient, family, and significant others? 

Do | value knowing my patients’ health beliefs and 
values within context of their own culture? 

Am | willing to “go the extra mile” for patients? 

Do | demonstrate the belief that every patient 
deserves my very best efforts? 


Modified from Alfaro-LeFevre R: Critical thinking in nursing: a practical approach, ed 2, Philadelphia, 1999, Saunders, pp. 88-92. 
Used with permission. 


Challenge: Properly used, the nursing process is 
cyclic and dynamic rather than rigid and linear. 

e Concept: Consistent, comprehensive, and coordi- 
nated patient care results when all nurses use the 
nursing process effectively. 

Challenge: Nurses may initially find that using the 
nursing process feels awkward or slow. With expe- 
rience, however, most find that it becomes a natu- 
ral, organized approach to patient care. 


e Concept: In nursing, critical thinking is a purpose- 
ful, disciplined, active process that improves clinical 
judgment and thereby improves patient care. 
Challenge: Critical thinking is a skill that can be learned 

and requires that one continues to “think about think- 
ing” to sustain high-level critical thinking ability. 

e Concept: The nursing process is a systematic prob- 
lem-solving framework that ensures that care is 
developed in an organized, analytic way. 
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e Concept: Both the scientific basis of nursing and 
professionalism are advanced when nurses resolve 
patient problems through development of sound 
clinical judgment. 
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Challenge: Sound clinical judgment is developed 
when nurses use critical thinking, apply the nursing 
process, stay current with developments in practice 
and research, understand their scope of practice, 
and acquire substantial clinical experience. 


1. Describe the characteristics of critical thinkers, and 
explain why critical thinking is important in nursing. 

2. List at least four ways in which novice thinking and 
expert thinking differ, and give an example that illus- 
trates each. 

3. Describe the phases in the nursing process, and 
explain the activities of each phase. 

4. Describe the debate related to the use of nursing 
diagnosis. Which side do you agree with and why? 


5. Describe what is meant by the statement, “The nurs- 
ing process is a cyclic process.” 

6. Using what you learned about yourself from Self- 
Assessment: Developing Sound Clinical Judgment 
(see Box 11.9), set short-term goals for improvement 
in each of the nine areas. Make a checklist to take to 
your next clinical experience, and consciously work 
on improving your clinical judgment. 
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©To enhance your understanding of this chapter, try the Student 
Exercises on the Evolve site at http://evolve.elsevier.com/Black/professional. 


LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

¢ Describe therapeutic use of self. 

¢ Identify and describe the phases of the traditional 
nurse-patient relationship. 

¢ Differentiate between social and professional 
relationships. 

e Explore the role self-awareness plays in the ability 
to use nonjudgmental acceptance as a helping 
technique. 

e Explain the concept of professional boundaries. 

e Discuss factors creating successful or unsuccessful 
communication. 


The name Joseph Priestley may be familiar to you; if 
you were reading carefully, you will remember his name 
from Chapter 10 as the scientist who discovered oxygen, 
an example of “pure science’ Priestley was an interesting 
figure in 18th-century England—in addition to being a 
chemist, he was also a theologian, philosopher, educator, 
and political theorist. He once wrote, “The more elabo- 
rate our means of communication, the less we commu- 
nicate.” Priestley’s words have particular relevance now 
because even as excellent communication is highly val- 
ued in health care, the many forms and avenues of com- 
munication create opportunities for communication to 
break down. 

In nursing, breakdowns in communication can have 
significant, even dire consequences. Developing excellent 


e Evaluate helpful and unhelpful communication 
techniques. 

¢ Identify strategies in providing care to patients who 
do not speak English. 

e Understand the roles of professional interpreters and 
translators. 

e Identify their own communication strengths and 
challenges. 

e Demonstrate components of active listening. 

e Identify key aspects of collaboration. 

e Explain the effects of gender, cultural, and 
generational diversity on nurse-patient and nurse- 
colleague relationships. 


communication skills is important in your education as 
a nurse, because much of what you do as a professional 
nurse requires the ability to express yourself clearly and 
to understand another person. Note that communica- 
tion does not involve simply being able to talk, but to 
listen to and engage with another person nonverbally, 
because much of the way that humans express them- 
selves is through nonverbal communication. 

The skill set that includes communication is often 
referred to as interpersonal skills. Nurses interact with 
many people every day regardless of their role or the set- 
ting in which they work. The way in which they relate 
to patients, families, colleagues, and other professionals 
and nonprofessionals determines the level of comfort 
and trust others feel and, ultimately, the success of their 
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interactions. This chapter includes information that can 
enhance the development of self-awareness, nonjudg- 
mental acceptance of others, communication skills, and 
collaboration skills, all of which are essential compo- 
nents of effective interpersonal skills in nursing. 


THE THERAPEUTIC USE OF SELF 


Hildegard Peplau, a pioneer in nursing theory devel- 
opment, first focused on the importance of the nurse- 
patient relationship in her 1952 book Interpersonal 
Relations in Nursing. She referred to the use of one’s per- 
sonality and communication skills to help patients as the 
“therapeutic use of self” (Peplau, 1952), a strategy that 
you can develop with practice. Therapeutic use of self 
can be helpful to you in relating effectively to patients, 
patients’ families, and other health care professionals. 


The Therapeutic Nurse-Patient Relationship: 
A Traditional Model 


The nursing process can begin only after the nurse and 
patient establish their initial therapeutic nurse-patient 
relationship. Awareness of the three identifiable phases 
of the nurse-patient relationship helps nurses to be real- 
istic in their expectations of this important relationship. 
Each of three phases—orientation, working, and termi- 
nation—is sequential and builds on previous phases. 


The Orientation Phase 


The orientation phase, or introductory phase, is the 
period often described as “getting to know you” in social 
settings. Relationships between nurses and their patients 
have some commonalities with other types of relation- 
ships. The chief similarity is that there must be trust 
between the two parties for the relationship to develop. 
Nurses cannot expect patients to trust them automati- 
cally and to reveal their innermost thoughts and feelings 
immediately. 

During the orientation phase, the nurse and patient 
assess each other. Early impressions made by the nurse 
are important. Some people have difficulty accept- 
ing help of any kind, including nursing care. Putting 
the patient at ease with a calm, unhurried approach is 
important during the early part of any nurse-patient 
relationship. 

During the orientation phase, the patient has a right 
to expect to learn the nurse’s name, credentials, and 
extent of responsibility. The use of simple orienting 
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statements is one way to begin: “Good morning, Mr. 
Davis. I am Jennifer Carter, and I am your nurse until 7 
this evening. I am responsible for your care while I am 
here? 

Developing trust. The orientation phase includes the 
initial development of trust. Notice the use of the phrase 
“initial development.” Full development of trust is slow 
and may take months of regular contact. A fact of con- 
temporary nursing practice is that patient interactions 
may be brief, sometimes lasting only minutes. However, 
even in the most abbreviated contacts, nurses must ori- 
ent patients and help them feel comfortable and as trust- 
ing as possible. 

Certain behaviors help patients develop trust in 
the nurse. A straightforward, nondefensive manner is 
important. Answering all questions as fully as possible 
and admitting to the limits of your knowledge also facil- 
itate trust. Patients accept a simple explanation, such as 
“T don't know the answer to your question, but I will find 
out for you,’ more readily than a thinly veiled, evasive 
response. Promise to find out the answers to all ques- 
tions, and report the information to the patient as soon 
as possible. If you tell a patient that you will check on 
her at 11:30 a.m., make every attempt to follow through 
on that promise, even if it means that you send some- 
one else in to explain that you are otherwise occupied 
and will be in as soon as possible. In addition, and most 
important, withhold judgments about patients and their 
situations. Use active listening, and accept the patient's 
thoughts and feelings without passing judgment on 
what he or she is telling you. 

Listen carefully to your own responses, because it 
is easy to fall into the habit of using platitudes and cli- 
chés in response. Imagine your patient telling you, “I 
am really worried about my surgery tomorrow.’ Then 
imagine yourself responding with, “That's silly, you will 
be fine,’ as you take her blood pressure and then leave 
the room. Even as a student, you recognize the poten- 
tial harm that this dismissive response will have for the 
frightened patient awaiting surgery. 

Congruence between verbal and nonverbal com- 
munication is a key factor in the development of trust. 
Communicating in a congruent manner requires that 
nurses be aware of their own thoughts and feelings 
and be able to share those with others in a nonthreat- 
ening manner. Developing an initial understanding of 
the patient's problem or needs also starts in the orien- 
tation phase. Because patients themselves often do not 


CHAPTER 12 Communication and Collaboration in Professional Nursing 


clearly understand their problems or may be reluctant 
to discuss them, nurses must use their communication 
skills to elicit the information needed to make a nursing 
diagnosis. Communication skills useful in nurse-patient 
interactions are discussed later in this chapter 

Tasks of the orientation phase. By the end of a suc- 
cessful orientation phase, regardless of its length, several 
things will have happened. First, the patient will have 
developed enough trust in the nurse to continue to par- 
ticipate in the relationship. Second, the patient and nurse 
will see each other as individuals. Third, the patient's 
perception of major problems and needs will have been 
identified. Fourth, the approximate length of the relation- 
ship will have been estimated, and the nurse and patient 
will have agreed to work together on some aspect of the 
identified problems. This agreement, whether formalized 
in writing or informally agreed on, is sometimes called 
a contract. An example of a contract that might emerge 
from the orientation phase of the relationship with a 
patient with newly diagnosed diabetes is an agreement to 
work together on the patient’s ability to monitor glucose 
levels and to manage diet using specific guidelines. 


The Working Phase 


The second phase of the nurse-patient relationship is 
called the working phase, during which the nurse and 
patient address tasks outlined in the previous phase. 
Because the participants in this relationship now know 
each other in a professional context, a sense of interper- 
sonal comfort in the relationship may be possible. 

Nurses should recognize that in the working phase 
patients may exhibit alternating periods of intense effort 
and of resistance to change. Continuing the example of 
the patient with diabetes, the nurse can anticipate that 
the patient will experience some degree of difficulty in 
accepting the lifestyle changes that managing diabetes 
requires. The patient may show progress one week but 
not be able to sustain improved diet the following week. 
This “two steps forward and one backward” approach 
to behavior change is common; it is not a reflection 
on one’s skill as a nurse, nor is it an indictment of the 
patient’s desire to manage his or her own care. This is 
a phenomenon known as regression, a psychological 
device that occurs as a reaction to stress and that often 
precedes positive changes in behaviors. 

Making and sustaining change are very difficult. 
Patience, self-awareness, and maturity are required of 
nurses during the working phase. Continued building of 


trust, use of active listening, and other helpful commu- 
nication responses facilitate the patient’s expression of 
needs and feelings during the working phase. 


The Termination Phase 


The termination phase includes those activities that 
enable the patient and the nurse to end the relationship 
in a therapeutic manner. The process of terminating 
the nurse-patient relationship begins in the orientation 
phase when participants estimate the length of time it 
will take to accomplish the desired outcomes. This is 
part of the informal contract. 

As in any relationship, positive and negative feel- 
ings often accompany termination. The patient and 
nurse feel good about the gains the patient has made 
in accomplishing goals. They may feel sadness about 
ending a relationship that has been open and trusting. 
People tend to respond to the end of relationships in 
much the same way they have responded to other losses 
in life. Feelings of anger and fear may surface, in addi- 
tion to sadness. This is particularly true on the part of 
the patient who has come to trust and depend on you 
because you tended to his or her needs at a time of vul- 
nerability. 

Feelings evoked by termination should be discussed 
and accepted. Summarizing the gains the patient has 
made is an important activity during this phase. The 
importance of the relationship to both patient and nurse 
can be shared in a caring manner. 

The giving and receiving of gifts at termination have 
different meanings for different people. The meaning of 
such behavior should be explored in a sensitive manner 
with the patient. When a nurse has been involved with a 
family over a long or intense period, such as in an end- 
of-life setting, it is common for those families to want to 
give the nurse a gift as a sign of their appreciation and asa 
remembrance of the patient who has died. Both the agen- 
cy’s policy on gifts and your clinical faculty should be 
consulted. Even if you are not allowed to accept a gift, you 
can acknowledge that you wish you could accept their gift 
and express your gratitude for their thoughtfulness. 

Because termination is often painful, participants are 
often tempted to continue the relationship on a social 
basis, and requests for screen names for social media, 
addresses, phone numbers, and e-mail addresses are not 
uncommon. The nurse must realize that professional 
relationships are different from social relationships. 
This is an issue of professional boundaries that has been 


BOX 12.1 


Social Relationships 
Evolve spontaneously 
Not time limited 
Not necessarily goal directed; broad purpose is pleasure, 
companionship, sharing 


Centered on meeting both parties’ needs 

Problem solving is rarely/occasionally a focus 

May or may not include nonjudgmental acceptance 
Outcome is pleasure for both parties 


discussed earlier in this text. Differences between social 
and professional relationships are outlined in Box 12.1. 
During the course of a professional career, every nurse 
will develop a large number of relationships with patients, 
each with its own meaning and duration. If nurses can 
view each new relationship both as an opportunity to 
assist another human being to grow and change in a pos- 
itive, healthful way and as a challenge to grow and change 
themselves, the rewards of nursing will be rich in and of 
themselves, allowing the nurse to separate from patients 
gracefully at the natural end of the therapeutic relationship. 


Developing Self-Awareness 


Self-awareness is basic to effective interpersonal rela- 
tionships and is especially important in the nurse-patient 
relationship. Few people, however, recognize their own 
emotions, prejudices, and biases and how they are per- 
ceived by others. With practice, however, most people 
can become self-aware, thereby increasing their effec- 
tiveness in both professional and personal relationships. 

Nurses must get their own emotional needs met outside 
of the nurse-patient relationship. When nurses have strong 
unmet needs for acceptance, approval, friendship, or even 
love, they run the risk of allowing these needs to enter into 
their relationships with patients at the cost of profession- 
alism. Boundaries get blurred, and relationships become 
social, not professional. Worse, patients can bear the burden 
of their nurses’ emotional needs. This is a particular risk in 
settings where the nurse takes care of a patient and family 
over a long period, such as in home health or hospice/pal- 
liative care settings, or in long-term care facilities. Patients 
come to know their nurses well, and details of nurses’ lives 
are sometimes shared as part of conversation over time. 
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Differences in Social and Professional Relationships 


Professional Relationships 

e Evolve through recognized phases; interactions are 
planned and purposeful 
Limited in time with termination date often predetermined 
Goal directed; systematic exploration of identified 
problem areas 
Centered on meeting patient's needs; do not address 
nurse's needs 
Problem solving is a primary focus 
Includes nonjudgmental acceptance 
Outcome is improved health status of patient 


Although it is not necessarily a boundary issue for a patient 
to learn certain details of nurses’ lives, it is always a problem 
when the nurse comes to depend on patients for his or her 
own emotional support. 

Baca (2011) listed five ways in which self-disclo- 
sure becomes problematic: (1) if the nurse’s problems 
or needs are disclosed; (2) if disclosure by the nurse 
becomes a common, rather than rare, event during 
interactions with a patient; (3) when the disclosure is 
unrelated to the patient’s problems or experiences; (4) if 
it takes more than a very short time during an interac- 
tion; and (5) when the nurse discloses personal informa- 
tion even if it is clear that the patient is confused by the 
interaction. Becoming aware of one’s needs and making 
conscious efforts to have those needs met in one’s pri- 
vate life keep relationships with patients professional 
and therapeutic for the patient. When the nurse-patient 
relationship crosses professional boundaries, role confu- 
sion can result, risking harm to both patient and nurse. 


Professional Boundaries 


Questions of professional boundaries are common in 
nursing. They were first addressed by Florence Nightin- 
gale in the Nightingale Pledge (refer to Box 3.1 to review 
this statement). The National Council of State Boards of 
Nursing (NCSBN) detailed the subject of professional 
boundaries comprehensively in a document available 
online titled “A Nurse’s Guide to Professional Bound- 
aries” (NCSBN, 2014). In this document, the NCSBN 
defines professional boundaries as “the spaces between 
the nurse’s power and the client’s vulnerability. The 
power of the nurse comes from the professional position 
and the access to private knowledge about the client” 
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BOX 12.2 Nurse’s Relationship With 


Patient Results in Disciplinary Action 


Tapp v. Board of Registered Nursing, 2002 
WL 31820206 P2d-CA 


This case involved a California registered nurse at a 
psychiatric facility in Fresno who was accused of hav- 
ing sexual relations with his former patient after her 
discharge. The patient was hospitalized for emotional 
problems related to sex. She was hospitalized on a unit 
where the nurse worked the night shift. They became 
friendly; he brought her small gifts, gave her his phone 
number, and called her during his off-work hours. After 
she was discharged, they spoke often by phone, and he 
began to visit her at her apartment. On one occasion, 
the nurse gave his former patient a tablet of a controlled 
substance. 

One week after her discharge, they began a sexual 
relationship that lasted for 2 weeks. Shortly after the 
relationship ended, the patient was readmitted, “suf- 
fering adverse effects from the affair” (p. 4). The Cali- 
fornia Board of Registered Nursing initiated disciplinary 
proceedings for “acts of unprofessional conduct.” An 
administrative law judge heard testimony, made a de- 
termination of misconduct, and recommended that the 
nurse's license be revoked, but stayed the revocation 
and recommended that the nurse be placed on proba- 
tion for 5 years on multiple conditions. The California 
Board of Registered Nursing disagreed and ordered the 
revocation of his license. There were subsequent ap- 
peals, dismissals, and further appeals. 

Nurses must realize that there can be no socialization 
between themselves and patients, particularly when 
sexual in nature. The ruling noted that not only was 
this nurse's behavior with this patient during her hos- 
pitalization “highly improper, but his socialization with 
the patient after her discharge from the hospital, not 
to mention the fact that he provided the patient with 
a controlled substance, was ample reason to impose 
strict disciplinary action” (p. 5). 


Abstracted from Nurse's relationship with patient results in 
disciplinary action, Nurs Law Regan Rep 43(8):4-5, 2003. 


(NCSBN, 2014). Boundary violations occur when “there 
is confusion between the needs of the nurse and those of 
the client” (NCSBN, 2014). 

According to the NCSBN, nurse-patient relation- 
ships can be plotted on a continuum of professional 
behavior that ranges from underinvolvement (such 
as distancing, disinterest, neglect) through a zone of 
helpfulness (the ideal space) to overinvolvement (such 


BOX 12.3 Principles for Determining 
Professional Boundaries 


. Establishing and maintaining professional boundaries 
is the nurse’s responsibility. 

2. The nurse-patient relationship should be helpful while 
still maintaining professional boundaries and without 
an emotional investment. 

. Factors such as the care setting, community resourc- 
es, patient's needs, and type of therapies or treat- 
ments need to be considered when establishing 
those boundaries. 

4. Mixing or combining a professional and a personal or 
business relationship should be avoided. 

5. The nurse is responsible for reviewing any deviations 
outside of those boundaries and modifying behaviors 
to prevent further deviations. 

6. Termination of the professional relationship is the 
nurse's responsibility and may be difficult to com- 
plete as some patients require continuous services. 


Modified from National Council of State Boards of Nursing 
(NCSBN): Professional boundaries: a nurse’s guide to the 
importance of appropriate professional boundaries, Chicago, 
1996, National Council of State Boards of Nursing. 


as excessive personal disclosure by the nurse, secrecy, 
role reversal, touching, gestures, money or gifts, spe- 
cial attention, social contact, getting involved in a 
patient’s personal affairs, and/or sexual misconduct). 
Both underinvolvement and overinvolvement can be 
detrimental to patient and nurse. A quick way of mon- 
itoring yourself with regard to boundaries is to ask 
yourself, “Could I feel comfortable telling a colleague 
about my interaction with this patient?” If the answer 
is no, then you are at least on the edge of a bound- 
ary violation and need to take corrective measures. 
Secretive behavior is a signal that a nurse does not feel 
comfortable or is unwilling to share with trusted oth- 
ers (Baca, 2011). Box 12.2 describes a case in which a 
nurse was disciplined by his state board of nursing for 
failing to honor the professional boundaries between a 
nurse and patient. 

Failure to maintain professional boundaries with a 
patient is an offense reportable to your employer and/or 
your state board of nursing and violates nursing’s code 
of ethics. This means that students and nurses in prac- 
tice must have a thorough understanding of professional 
boundaries. Box 12.3 contains seven principles to guide 
nurses in determining professional boundaries across 


the continuum of professional behavior (NCSBN, 2014). 
You can find a .pdf file of the popular NCSBN publica- 
tion explaining professional boundaries by following the 
links at www.ncsbn.org. 


Reflective Practice 


Nurses care for a diverse array of patients whose val- 
ues, beliefs, and lifestyles may challenge the nurses’ 
own values. Although nurses sometimes are attracted 
to patients, conversely, nurses may be repelled by some 
patients. Nurses who have emotional reactions to 
patients—positive or negative—sometimes feel guilty 
or disturbed about these feelings. Being self-aware 
means recognizing one’s feelings and understanding 
that, although feelings cannot be controlled, behaviors 
can. Effective nurses conducting themselves profes- 
sionally take charge of their behavior to prevent their 
own prejudices, beliefs, and needs from intruding into 
nurse-patient relationships. This ability arises from 
self-awareness. 

Developing self-awareness requires individuals to 
engage in personal reflection. This requires taking time 
to focus on their own thoughts, feelings, actions, and 
beliefs. Finding the time and space for reflective prac- 
tice can be a challenge to busy students and practic- 
ing nurses alike. Reflection can produce discomfort 
as nurses become aware of the tensions and anxieties 
within themselves about their everyday activities. Nurses 
and nursing students may find that their personal values 
are challenged by the realities of practice. Importantly, 
nurses may recognize in themselves a desensitization to 
the needs of their patients because of time constraints, 
the need to create emotional space, or a personal dislike 
for a particular patient. It can be hard for you when you 
recognize that you may have thoughts that are less than 
kind about patients entrusted to your care. This makes 
the need for reflection more, not less, important. No 
human being is immune from emotional responses to 
others, both positive and negative. Despite the difficulty 
in coming to terms with your emotional responses to 
patients and to your work, becoming self-aware allows 
you to understand your responses and to look past your 
own negative (and positive) responses to particular 
patients in order to create and maintain a healthy pro- 
fessional space in which you can provide care most effec- 
tively. Box 12.4 contains a model for structured reflection 
that will be helpful to you reflecting on your practice and 
becoming more self-aware. 
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BOX 12.4 Model for Structured 
Reflection 


Write a description of an experience that seems sig- 
nificant in some way. 

What issue seemed significant to pay attention to? 
How was | feeling and what made me feel that way? 
What was | trying to achieve? 

Did | respond effectively and in tune with my values? 
What were the consequences of my actions on the 
patient, others, and myself? 

How were others feeling? 

What made them feel that way? 

What factors influenced the way | was feeling, think- 
ing, or responding? 

What knowledge did or might have informed me? 

To what extent did | act with best intentions? 

How does this situation connect with previous expe- 
riences? 

How might | respond more effectively given this situ- 
ation again? 

What would be the consequences of alternative 
actions for the patient, others, and myself? 

How do | now feel about this experience? 

Am | now more able to support myself and others as 
a consequence? 

Am | now more available to work with patients/fami- 
lies and staff to help them meet their needs? 


From Johns C: Guided reflection: advancing practice, Oxford, 
2002, Blackwell Science, p. 10. Reprinted with permission of 
Wiley-Blackwell. 


Avoiding Stereotypes 

Stereotypes are simplistic, distorted images used to 
describe or characterize groups. Stereotypes result in 
prejudices and negative attitudes developed through 
social and cultural interactions. Even well-educated pro- 
fessionals have stereotypical views of groups of people 
different from themselves and may hold expectations of 
those groups based on these distorted images. Stereo- 
types are established through a lifetime of experiences 
and negatively affect relationships with people in the ste- 
reotyped group. Because stereotypes and prejudices tend 
to persist despite contrary experiences, they are irratio- 
nal or illogical beliefs. Stereotypes may be based on eth- 
nicity, gender, nationality, or political affiliation, among 
others; for instance, portrayals or descriptions of nurses 
as sex objects, physicians’ handmaidens, or not bright 
enough to attend medical school are all stereotypes that 
negatively affect the profession of nursing. 
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A subtle form of stereotyping that affects nursing 
is related to expectations of others based on one’s dis- 
torted view of the other. This in turn causes problems 
relating to patients who are stereotyped. For example, 
if a nurse expects that elderly people are irritable and 
demanding, the nurse may seek to avoid caring for 
elderly patients or may treat their complaints as unim- 
portant: “just another grumpy old person.” Moreover, 
some nurses demonstrate lack of respect to elderly 
patients, using names such as “sweetie,” “dear,” and 
“honey,” among others. (These types of names are actu- 
ally inappropriate in any professional nursing setting— 
especially with adult patients; these types of names 
diminish the patient by demonstrating a lack of respect 
for the patient as a person.) 

Professional nurses deliver high-quality care to all 
patients regardless of the patients’ ethnicity, age, sex, 
gender identity, sexual orientation, religion, lifestyle, 
or diagnosis. The ANA’s Code of Ethics for Nurses 
requires nurses to do this. Nurses are prone to ste- 
reotyping just like anyone else; however, the nature 
of the nurse-patient relationship requires that nurses 
become aware of how their stereotypical views of 
certain patients negatively affect the delivery of care. 
Every professional nurse’s goal is to accept all patients 
as individuals of dignity and worth who deserve the 
best nursing care possible. 


Becoming Nonjudgmental 

Prejudices are simply what the word implies: judging a 
person in advance of knowing him or her, based on ste- 
reotypes and biases. Prejudices are strong and are often 
outside our awareness, which in turn makes acceptance 
of others difficult. Prejudging others as “good” or “bad,” 
“right” or “wrong,” is usually unconscious, hence the 
need for nurses to examine their prejudices and become 
aware of when prejudices are operating. Nonjudg- 
mental acceptance means that nurses acknowledge all 
patients’ rights to be who they are and to express their 
uniqueness. Acceptance conveys neither approval nor 
disapproval of patients and their personal beliefs, habits, 
expressions of feelings, or lifestyles. 

Therapeutic use of self begins with the ability to con- 
vey acceptance to patients and requires self-awareness 
and nonjudgmental attitudes on the part of nurses. 
Ongoing examination of attitudes toward others is both 
a lifelong process and an essential part of self-awareness, 
maturation, and personal growth. 


Thinking Differently about Nurses and 


Patients: Caring and Human Relatedness 
Fundamentals of the traditional nurse-patient relation- 
ship model as described earlier have been taught and 
practiced since the middle of the 20th century; however, 
several assumptions on which it is based no longer hold 
true in many of today’s practice settings. For instance, 
this older model assumes that the development of the 
nurse-patient relationship is linear, is incremental, and 
requires trust-building in the earliest phases of the 
relationship, and, importantly, it assumes that patients 
desire relationships with nurses, wish to receive services 
from them, and will cooperate and comply with those 
nurses (Hagerty and Patusky, 2003). 

Although the traditional nurse-patient relationship 
is still appropriate in some settings, the assumptions on 
which it is based are being challenged by the fact that 
hospitalized patients today are more acutely ill, nurses’ 
workloads have increased, and the time nurses spend 
with patients may be limited. This raises the question of 
how we can rethink the nurse-patient relationship and 
find ways to modify it to suit today’s contexts of health 
care delivery. 


Patient-Centered Care 


Patient-centered care has been proposed as an approach 
to alleviating some of the problems that currently trou- 
ble the US. health care system, such as poor care qual- 
ity, limited access to care, and dehumanization of care 
(Hobbs, 2009). In a detailed analysis, Hobbs (2009) 
found that alleviating vulnerabilities (e.g., feeling alien- 
ated, lack of control) experienced by the patient is 
central to patient-centered care in acute care settings. 
Furthermore, the process of therapeutic engagement is 
the key process in alleviating vulnerabilities, and one of 
the mechanisms by which this occurs is by the nurse's 
caring presence (p. 55). 

Theories of caring and human relatedness provide a 
powerful basis for practice. Many theorists have writ- 
ten about the nature of the nurse-patient relationship, 
with several writing about caring as the central concept 
in nursing, through which effective nursing practice 
occurs. Swanson (1991) defined caring as “a nurturing 
way of relating to a valued other, toward whom one feels 
a personal sense of commitment and responsibility” 
(p. 165). Five caring processes are germane to nursing 
practice: (1) knowing, (2) being with, (3) doing for, (4) 
enabling, and (5) maintaining belief (Swanson, 1991). 


Others have written about caring in nursing, including 
Watson (1988), whose theory is discussed in Chapter 
9, and Roach and Maykut (2010), who described the 
essential elements of comportment central to profes- 
sional caring. 

Hagerty and Patusky (2003) proposed an interesting 
theory of human relatedness through which to con- 
ceptualize the nurse-patient relationship. Each nurse- 
patient contact holds the potential for connection and 
goal achievement, as opposed to one step in a lengthy 
relationship-building process. They also recommended 
that nurses approach their patients with a sense of the 
patient's autonomy, choice, and participation (p. 147), 
putting the relationship on a more equitable basis than 
the traditional nurse-patient relationship, which gives 
much of the power to the nurse. 

The Quality and Safety Education for Nurses (QSEN) 
project identified patient-centered care as one of six 
competencies required of all prelicensure nurses and 
defines patient-centered care as fully engaging the 
patient or designee in all care decisions, respecting the 
values, needs, and preferences of the patient or designee 
in all care coordination (QSEN, 2012). Communication 
is a key component in realizing patient-centered care. A 
basic understanding of communication theory is a nec- 
essary component of becoming a more effective com- 
municator and therefore a better nurse. 


COMMUNICATION THEORY 


Communication is the exchange of thoughts, ideas, or 
information and is at the heart of all relationships. Jur- 
gen Ruesch (1972), a pioneer communications theorist, 
defined communication as “all the modes of behavior 
that one individual employs, conscious or unconscious, 
to affect another: not only the spoken and written word, 
but also gestures, body movements, somatic signals, and 
symbolism in the arts” (p. 16). 

Communication begins the moment two people 
become aware of each other’s presence. Communication 
occurs when one is in the presence of another person, 
even if no words are spoken. Even when alone, people 
routinely engage in “self-talk,” which is an internal form 
of communication. 


Levels of Communication 


Communication exists simultaneously on at least two 
levels: verbal and nonverbal. Verbal communication 
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Fig. 12.1 Nonverbal communication consists of grooming, 
clothing, gestures, posture, facial expressions, tone and vol- 
ume of voice, and actions. Simply from the visual cues in this 
picture, you can form an idea of what is happening. (Photo used 
with permission from iStockPhoto.) 


consists of all speech and represents the most obvi- 
ous aspect of communication. Much of one’s message, 
however, consists of nonverbal communication. Non- 
verbal communication includes grooming, clothing, 
gestures, posture, facial expressions, eye contact, tone 
and volume of voice, and actions, among other things 
(Fig. 12.1). Words can be used to mask feelings, but 
individuals are less able to exercise conscious control 
over nonverbal communication than verbal communi- 
cation, therefore the nonverbal component may be a 
more reliable expression of feeling. Nurses must pay 
attention to nonverbal messages as closely as they do 
to verbal ones. 

Consider this example: A nurse who is helping a 
patient prepare for a breast biopsy notices that the patient 
keeps her head turned away, has tears in her eyes, and 
will not look at the nurse. When the nurse says, “Is there 
anything you want to talk about or ask?” the patient 
responds, “No, I’m fine.” The sensitive nurse would pay 
closer attention to her nonverbal communication than 
to the spoken word. If the nurse pays attention only to 
the patient's words, her underlying feelings would be 
ignored. The nurse’s job in evaluating this patient’s needs 
is made more difficult by the incongruence between her 
verbal and nonverbal messages. 

When congruent communication occurs, the verbal 
and nonverbal aspects match and reinforce each other. 
In incongruent communication, the words and nonver- 
bal communication do not match. Incongruent commu- 
nication creates confusion in receivers, who are unsure 
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Fig. 12.2 The five major elements of the communication process. 


which level of communication they should respond to. 
Nurses should be alert to incongruent communication 
for clues to patients’ unexpressed feelings. Nurses need 
to understand that patients are vulnerable, and expres- 
sions such as “I’m okay” or “No, I’m fine,” despite their 
incongruent nonverbal cues, do not mean that your 
patient is lying. It may simply mean that the patient is 
not ready or willing to share verbally what their nonver- 
bal communication is relaying. 


Elements of the Communication Process 


Five major elements must be present for communica- 
tion to occur: a sender, a message, a receiver, feedback, 
and a context (Ruesch, 1972). The sender is the person 
sending the message; the message is what is actually 
said plus accompanying nonverbal communication; the 
receiver is the person acquiring the message. A response 
to a message is termed feedback. The setting in which 
an interaction occurs—including the mood, relation- 
ship between sender and receiver, and other factors—is 
known as the context. All these elements are necessary 
for communication to occur. 

Consider the classroom situation. During a lecture, 
the professor is the sender, the lecture is the message, 
and students are the receivers. The professor (sender) 
receives feedback from the students (receivers) through 
their facial expressions, alertness, posture, attentiveness, 
and comments. The atmosphere in the classroom is 
the context. If the atmosphere is a relaxed one of give- 
and-take discussion between students and professor, 


the feedback is quite different from feedback in a more 
formal context of professor as lecturer and students as 
note takers. Fig. 12.2 shows the relationships among the 
elements of communication. 


Operations in the Communication Process 


In addition to the five elements of communication, three 
major operations occur in communication: perception, 
evaluation, and transmission (Ruesch, 1972). 


Perception 

Perception is the selection, organization, and interpre- 
tation of incoming signals into meaningful messages. In 
the classroom situation just described, students select, 
organize, and interpret various pieces of the professor’s 
message or lecture. Each student perceives the informa- 
tion differently; his or her perception is based on a vari- 
ety of factors such as personal experience, preparation 
before class, alertness, fatigue, sensitivity to subtleties of 
meaning, and sociocultural background. This is some- 
times referred to as an individual’s perceptual screen, 
through which all incoming messages are filtered. 


Evaluation 


Evaluation is the analysis of received information. Stu- 
dents will evaluate the content of their professor’s lec- 
ture—Is it useful? Is it important or relevant? Does it 
make sense? Is it likely to be on the next test? Each stu- 
dent evaluates the same message (what the sender trans- 
mitted) differently. 


Transmission 


Transmission refers to the expression of information, 
verbal or nonverbal. As you read this, certain professors 
of yours may come to mind—those whose nonverbal 
behaviors spoke “louder than words,’ indicating their 
own level of engagement with the subject matter. While 
the professor is transmitting verbal messages to the 
students, the nonverbal behavior of excitement, uncer- 
tainty, confusion, or boredom with the subject matter 
also transmits a message to the class. 


Factors Influencing Perception, Evaluation, and 
Transmission 


Perception, evaluation, and transmission are influ- 
enced by many factors. The gender, age, and culture of 
the sender and receiver; the interest and mood of both 
parties; the value, clarity, and length of the message; 
the presence or absence of feedback; and the context 
all are powerful influences. Also involved are individ- 
uals’ needs, values, self-concepts, sensory and intellec- 
tual abilities or deficits, and sociocultural conditioning. 
Clearly, communication is a complex human activity to 
which nurses must pay careful attention. 


THE DEVELOPMENT OF HUMAN 
COMMUNICATION 


Humans learn to communicate through a certain devel- 
opmental sequence, which begins in infancy. Infants 
use somatic language to signal their needs to caretak- 
ers. Somatic language consists of crying; reddening of 
the skin; fast, shallow breathing; facial expressions; and 
jerking of the limbs. The sequence progresses to action 
language in older infants. Mothers describe knowing 
the difference in their infants’ cries: the “hungry” cry, 
the “mad” cry, the “pick me up!” cry. Understanding 
somatic language can be learned with close attention. 
Action language consists of reaching out, pointing, 
crawling toward a desired object, or closing the lips and 
turning the head when an undesired food is offered. 
Even without a sound, an infant’s intention or desire has 
been clearly communicated. Verbal language develops 
last, beginning with repetitive noises and sounds and 
progressing to words, phrases, and complete sentences. 
In normal child development, any one or combi- 
nation of these forms of communication can be used. 
Somatic language usually decreases with maturity, but, 
because it is not under conscious control, some somatic 
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language may persist past childhood, such as blushing 
when one is embarrassed or angry. The development of 
communication is determined by both inborn and envi- 
ronmental factors. The amount of verbal stimulation an 
infant receives can enhance or delay the development of 
language skills. The extent of a caretaker’s vocabulary 
and verbal ability is therefore influential. Some fami- 
lies engage in lengthy discussions on a variety of issues, 
thereby providing intense verbal stimulation, whereas 
others are quieter and less verbal. 

Nonverbal communication development is similarly 
influenced by environment. Most families have their 
own nonverbal gestures such as touch or facial expres- 
sions, which children learn to interpret at young ages. 
The ability to communicate effectively is dependent on 
a number of factors. The quantity and quality of verbal 
and nonverbal stimulation received during early devel- 
opment are keys to one’s ability to communicate. 


CRITERIA FOR SUCCESSFUL 
COMMUNICATION 


Everyone has had the experience of being the sender 
or receiver of unsuccessful communication. A simple 
example is arriving for a coffee date with a friend at 
the wrong time or wrong place because of a problem in 
communication. Unsuccessful communication in cer- 
tain social circumstances creates little harm. In nursing 
situations, however, accurate, complete communica- 
tion is vitally important. Nurses can achieve successful 
communication on most occasions if they plan their 
communication to meet four major criteria: feedback, 
appropriateness, efficiency, and flexibility. 


Feedback 


When a receiver relays to a sender the effect of the sender’s 
message, feedback has occurred. It is also a criterion for 
successful communication. In making the social appoint- 
ment mentioned earlier, if the receiver of the message 
had said, “Let’s make sure I’ve got this—12:30 on Tuesday 
April 4th at the Looking Glass Café for coffee,’ that feed- 
back would be successful as an effective way to ensure that 
both persons were at the same place at the same time. 

In a nurse-patient interaction, a nurse can give feed- 
back to a patient by saying, “If I understand you cor- 
rectly, you are saying that you have pain in your lower 
abdomen every time you stand up.’ The patient can then 
either agree or correct what the nurse has said: “No, the 
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pain is there only when I get up in the morning.” Effec- 
tive nurses do not assume that they fully understand 
what their patients are telling them until they confirm 
their understanding with the patient. 


Appropriateness 


Appropriateness refers to the correct “fit” of a reply— 
that is, when it matches the message, and the size of the 
reply is neither too lengthy nor too brief. In day-to-day 
conversation among casual acquaintances passing in a 
hallway or in public, most people recognize the ques- 
tion “How are you?” as an expression of greeting in brief 
social interaction and not as a genuine inquiry into one’s 
health and well-being. The individual who launches 
into a lengthy, detailed description of how his morning 
has gone has responded inappropriately to the casual 
question, “How are you?” The reply does not fit the cir- 
cumstances, and the reply is too expansive for casual 
discourse. An appropriate response is, “Fine, and how 
are you?” or other short colloquialism. 

Conversely, when you go into a patient’s room and 
ask “How are you?” your intention is to inquire about 
your patient’s health and well-being as a professional 
interest, and the patient may respond accordingly; how- 
ever, because this question is so pervasive in everyday 
discourse, the patient may simply answer, “Fine, how are 
you?” You will need to ask the question more specifically 
if your patient responds in that manner. If a patient asks, 
“When is my doctor coming to see me?” just after the 
physician has visited the patient, the nurse will be alert 
to other inappropriate messages by this patient that may 
signal a variety of problems. In this instance the inap- 
propriate message does not match the context. 


Efficiency 
Efficiency means using simple, clear words that are 
timed at a pace suitable to participants. Explaining to 
an adult that she will have “an angioplasty” tomorrow 
morning may not result in successful communication. 
Telling her she will have “an angioplasty, a procedure 
in which a small balloon is threaded into an artery and 
inflated to open up the vessel so more blood can flow 
through,” will more likely ensure her understanding. 
This message would not be an efficient one for a small 
child, however. Messages must be adapted to each 
patient's age, verbal level, and level of understanding. 
Oversimplification is a risk in trying to adapt one’s 
language style and word choice to a particular patient. 


What may seem to be useful simplicity and efficiency 
may be perceived as “dumbing down” or patronizing 
language to the patient. One cannot tell with any cer- 
tainty a patient’s communication level, and to assume 
that a patient cannot understand may also cause prob- 
lems. For instance, a nurse (the editor of this text) once 
heard a physician tell a teenager with a urinary tract 
infection that she had “bugs in [her] bladder” The phy- 
sician’s attempt to make the language efficient and sim- 
ple was misguided; the young woman took his words at 
face value and became upset to the point of almost faint- 
ing at the thought that she had insects in her body. The 
nurse immediately intervened, explaining to the patient 
that sometimes providers refer to bacteria or germs as 
“bugs”; she had bacteria in her bladder causing an infec- 
tion. The patient immediately calmed down, asking, 
“Why didn't he just say that? I need some antibiotics.” 
The physician made a significant misjudgment related 
to the patient’s level of understanding. He came across 
as patronizing, and the patient was unnecessarily upset 
by his simplistic explanation. He followed up with the 
nurse, asking, “What just happened in there?” The nurse 
explained to him what had gone wrong. 

Some examples of patients who require special assis- 
tance in evaluating and responding to messages are young 
children; people with certain mental illnesses, neuro- 
logic deficits, or autism spectrum disorders; those with 
significant developmental delays; and those recovering 
from anesthesia or receiving pain medication. Although 
it may seem obvious that people with hearing loss will 
require special assistance in communication, those with 
impaired vision do not have the ability to note nonver- 
bal cues, an important element of communication. For 
efficient communication to occur, nurses must recognize 
patients’ needs and adjust messages accordingly. 


Flexibility 

Flexibility is the fourth criterion for successful com- 
munication. The flexible communicator bases messages 
on the immediate situation rather than preconceived 
expectations. When a nursing student who plans to 
teach a patient about managing diabetes with diet enters 
the patient’s room and finds the patient crying, the stu- 
dent must be flexible enough to regroup and deal with 
the feelings the patient is expressing. Pressing on with 
the teaching plan in the face of the patient’s distress 
shows a lack of compassion, as well as inflexibility in 
communicating. 


Nurses can learn to use these four measures of suc- 
cessful communication to enhance their effectiveness 
with patients. If any of these four criteria are missing, 
communication can be disrupted and hamper the suc- 
cessful implementation of the nursing process. The 
following is a true story of what happens when commu- 
nication breaks down and a rigid reliance on a bureau- 
cratic system prevails. Some details are changed to 
protect the privacy of the patient and family. 

Mr. Lewis came to the local emergency department 
(ED) accompanied by his wife, who was a nurse. Mr. 
Lewis, who had advanced cancer, was occasionally con- 
fused and had tried to retrieve a Popsicle stick stuck 
on the roof of his large dog’s mouth. In the process, he 
caught the back of his hand on an upper canine tooth, 
resulting in a deep gash. Mrs. Lewis had witnessed the 
accident and gave details to the triage nurse, including 
her first-person account that the dog did not bite her 
husband and that his long-term use of high-dose ste- 
roids had made his skin fragile and prone to tearing. 
The nurse noted “dog bite” on her intake form over Mrs. 
Lewis’ objection that the injury was clearly not a bite and 
that the dog was not at fault. The triage nurse did not 
acknowledge Mrs. Lewis’ account of the accident, con- 
tinued to get vital signs, and complained about “getting 
slammed”—meaning that the ED was busy. 

Mr. Lewis was soon escorted to the urgent care room, 
where his wound was cleaned and sutured. Both the nurse 
practitioner and resident physician asked questions about 
how the “dog bite” happened, and Mrs. Lewis again pro- 
tested that it was not a bite and pointed out the lack of 
tooth marks, crushing, or other signs of a bite. The attend- 
ing physician told the couple that he had no choice but 
to report “the bite” to the county emergency medical ser- 
vices (EMS) per protocol, because the triage nurse had 
documented it as a “dog bite,” although the couple had 
never said it was a bite and the wound was not consistent 
with a bite. The unit secretary called 911 and asked Mrs. 
Lewis to tell the dispatcher about the “dog that bit your 
husband?” Mrs. Lewis explained what had happened to 
the dispatcher, who said that he had no discretion in the 
matter and that he had to report this to the local police. 

Within a half hour of arriving home at 12:30 a.m., 
Mrs. Lewis received a call from a police officer who said 
he was “initiating an investigation about the dog attack 
at this address.’ At that point, Mrs. Lewis burst into tears 
in frustration and explained one more time to the police 
officer that there was no attack, no bite, just an accident 
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by her sick and confused husband. The officer said he 
had no discretion in the case and had to make a report 
to animal control, who would have the final say about 
whether their beloved dog would have to be quarantined 
or worse. He said he would make his report in a way that 
was sympathetic to the Lewises, although he could not 
promise what animal control would do. For more than 
a week, the Lewises were nervous and upset, and every 
time the phone rang or someone came to the door they 
feared it was animal control. Gratefully, they never heard 
anything else about the matter. But the triage nurse's fail- 
ure to listen carefully created a cascade of bureaucratic 
procedure causing avoidable pain for this couple who 
were already dealing with devastating illness. 

Consider the many ways that communication went 
wrong in this scenario. Identify points where you believe 
that this cascade of events could have been interrupted. 


DEVELOPING EFFECTIVE 
COMMUNICATION SKILLS 


People are not born as good communicators, although 
it is hard to argue that a screaming infant is not com- 
municating something. Exactly what the baby is com- 
municating, however, needs to be deciphered by an 
attentive parent or other caregiver. As the baby grows 
into a toddler, he or she learns that “no” is a particularly 
useful word. Anyone who has responded to a petulant 
2-year-old, however, knows that the child has much to 
learn about the other side of communication—being a 
good listener. The child must learn to increase his or her 
repertoire of responses. 

Communication skills can be developed with time 
and practice. Becoming a better listener, learning a few 
basic helpful responding styles, and avoiding common 
causes of communication breakdowns can put you on 
the path to becoming a better communicator. To begin 
evaluating your communication skills, refer to the Com- 
munication Patterns Self-Assessment in Box 12.5. 


Listening 

Listening is hard work, yet it is the only way to get to 
know patients and understand what is important to them. 
A requirement of successful communication is listening, 
but too often we hear without listening or engage in a 
task while not fully listening. (This was a problem with 
the triage nurse in the earlier example.) Active listening 
involves focusing solely on a person and acknowledging 
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BOX 12.5 Communication Patterns Self-Assessment 


Directions: Answer the following true-or-false questions 
as honestly as possible; then review your answers, and 
draw at least two conclusions about your habitual com- 
munication patterns that you need to work to improve. 
Check your conclusions for accuracy with a friend who 
knows your style of communicating well. Then score 
yourself using the key below. 
. | find it easier to start conversations by talking about 
myself. 
. | usually listen about as much as | talk. 
. | tend to be long-winded. 
. | rarely interrupt others. 
. When people hesitate or speak slowly, | try to com- 
plete their sentences for them. 
. | pay close attention to what others say, as well as to 
body cues. 
. | find it difficult to make eye contact with the person 
lam talking with. 
. | can usually tell if someone is angry or upset. 
. | find it difficult to express myself assertively. 
. | expect others to read my mind. 


feelings in a nonjudgmental manner. In active listening, 
the nurse is communicating interest and attention. It is 
best accomplished without background distractions, such 
as the television or chatting visitors. Using an intentionally 
unrushed manner, making good eye contact, nodding, and 
encouraging the speaker (“Go on’ or “Tell me more”) also 
help to communicate interest. Facing the speaker squarely 
and using an open posture (leaning forward, relaxed, 
arms uncrossed) also communicate interest. Sit, bend, 
or stoop to place your eye level at that of the patient, and 
repeat (reflect) what you hear, including feelings, checking 
to be sure you heard correctly. These indications of inter- 
est and active listening will help you focus on patients and 
tune into the meanings behind their words. 

Having someone listen to concerns, even if no prob- 
lem solving takes place, may be therapeutic. Venting is 
the term used to describe the verbal “letting off steam” 
that occurs when talking about concerns or frustra- 
tions. In today’s complex health care system, the risk is 
high that patients feel ignored or anxious on occasion. 
Because nurses are available to patients more than any 
other health care provider, they are likely to hear patients’ 
complaints. It is important that nurses understand these 
complaints and frustrations as a professional, realizing 
that they are rarely personally directed at the nurse. 


11. | hesitate to interrupt someone to ask for clarification. 

12. People often tell me personal things about them- 
selves. 

13. | find it is best to change the subject if someone gets 
too emotional. 

14. If | cannot “make things better” for a friend with a 
problem, | feel uncomfortable. 

15. | am comfortable talking with people much older or 
much younger than | am. 

16. | have difficulty saying no. 

17. | speak to others the way | like to be spoken to. 

18. | get irritated easily. 

19. | tend to withdraw from conflict or remain silent. 

20. | try to evaluate when someone will be most recep- 
tive to my message. 

Key: lf you answered True to questions 2, 4, 6, 8, 12, 15, 
17, and 20, you are on your way to becoming an effective 
communicator. If you answered True to other questions, 
select several to improve. Set a realistic goal and seek 
help from a trusted friend or faculty member. 


Nurses may have difficulty listening for a variety of 
reasons. They may be intent on accomplishing a task 
and be frustrated by the time it takes to be a good lis- 
tener. They may be planning their own next question or 
response and not truly hear what the patient is saying. 
They may be distracted by a colleague, a cell phone, or 
worries about another patient. Like all people, nurses 
have their own personal and professional problems that 
sometimes preoccupy them and interfere with effective 
listening. No message can be received if the receiver 
(the nurse) is not listening. In the context of care, being 
listened to meets the patient’s emotional need to be 
respected and valued by the nurse. Hospitalized patients 
particularly may feel that their lives are out of control 
and that they are isolated or invisible. They may need 
to discuss those feelings with someone who will listen 
without judgment or defensiveness (Fig. 12.3). 

Nurses at all levels find listening a useful and reward- 
ing skill and one that can be used effectively in their own 
personal and social lives. Nurse managers often use lis- 
tening as a tool for dealing with staff members’ prob- 
lems and concerns and find that no other intervention 
is required. Listening is a talent that can be developed; 
properly used, it can be an essential part of a nurse’s 
communication repertoire. 


/ me mid Cade 
Fig. 12.3 Being an active listener is an important part of 
communication. Identify behaviors in this photograph that 
demonstrate active listening by the nurse. (Photo used with 
permission from iStockPhoto.) 


Using Helpful Responding Techniques 

A variety of helpful responding techniques demonstrate 
respect and encourage patients to communicate openly 
with their nurses. Helpful responses that have already 
been discussed in this chapter include being nonjudg- 
mental, observing body language, and using active lis- 
tening. Other useful responses, detailed in the following 
five sections, include demonstrating empathy, asking 
open-ended questions, giving information, using reflec- 
tion, and being silent. 


Empathy 

Empathy consists of awareness of, sensitivity to, and 
identification with the feelings of another person. 
Nurses can empathize with patients even if they have 
not experienced an event in their own lives exactly 
like the one the patient is experiencing. If nurses have 
had a similar or parallel experience, empathy is possi- 
ble. For example, the feeling of loss is familiar to most 
nurses, even though they may not personally have lost 
a close family member. The nurse, however, must avoid 
the temptation to overidentify with patients when the 
patient's situation is very similar to one that the nurse 
has experienced. “I know exactly how you feel” is not 
helpful in good communication, because human expe- 
rience varies widely. 

Empathy is different from sympathy in that the sym- 
pathetic nurse enters into the feeling with the patient, 
whereas the empathic nurse appreciates the patient’s 
feelings but is not swept along with the feelings. “You 
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seem upset about the upcoming procedure” is an exam- 
ple of a nursing statement that demonstrates empathy. 
If you find yourself overcome by emotions related 
to a patient, you will need to seek out a colleague to 
assist you or even replace you in providing care for your 
patient, because you cannot be effective under these cir- 
cumstances. You will learn what situations are the most 
likely to cause you to be emotional and will develop 
strategies to deal with them. Nurses often “cover” for 
each other as a matter of collegiality by switching patient 
assignments or volunteering to work with a particular 
patient if it is overly burdensome for a colleague. 


Open-Ended Questions 


An open-ended question is one that causes the patient 
to answer fully, giving more than a “yes” or “no” answer. 
Open-ended questions are very useful in data gathering 
and in the opening stages of any nurse-patient interac- 
tion. For example, asking a patient, “Are you in pain?” 
may elicit only a confirming yes. Saying to the patient, 
“Tell me about your pain” is more likely to elicit infor- 
mation about the site, type, intensity, and duration of 
the pain, therefore making the nurse-patient interaction 
more useful. 


Giving Information 


An essential part of nursing is providing information 
to patients and their significant others. Giving infor- 
mation includes sharing knowledge that the recipients 
are not expected to know. Nurses provide information 
when they tell patients what to expect during diagnos- 
tic procedures; inform them of their rights as patients; 
and teach them about their conditions, diets, or med- 
ications. 

An important distinction every nurse needs to make 
is the difference between providing information and 
giving opinions. Although providing information is 
a helpful aspect of the nursing role, giving opinions is 
unhelpful. Instead, nurses should encourage patients to 
consider their own values and opinions as primary in 
importance. Nurses are occasionally asked about other 
providers, especially physicians, with questions such as 
“Is Dr. Charles a good surgeon?” or “Would you go to 
see Dr. Adams if you had cancer?” The nurse will need to 
refocus the patient’s question, for instance, responding, 
“Tam wondering if you have a concern about your care.” 
This deflects the question asked of the nurse and returns 
the focus of the interaction back to the patient. 
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Reflection 


The nurse using reflection is serving as a mirror for 
the patient. Reflection demonstrates understanding 
and acceptance. It is a method of encouraging patients 
to think through problems for themselves by directing 
patient questions back to the patient. Reflection implies 
respect because the nurse believes the patient has ade- 
quate resources to solve the problem without outside 
assistance. In response to the patient’s question, “Do 
you think I should go through with this surgery?” the 
nurse can reflect the question: “What you think is most 
important. Do you think you should go through with 
this surgery?” Note that the patient's exact words are 
used. Reflection helps clarify the patient’s thoughts and 
feelings and helps the nurse obtain additional informa- 
tion that may assist in developing the plan of care. 


Silence 

Although silent periods in social conversations may feel 
uncomfortable, using silence in nurse-patient relation- 
ships can be helpful. Using silence means allowing peri- 
ods of quiet thought during an interaction without feeling 
pressure to fill the silence with conversation or activity. 
For example, when a patient has just been given upsetting 
news, sitting quietly without making any demands for con- 
versation may be the most therapeutic response a nurse 
can make at that time. Being with patients (presence) is 
just as valuable as doing for them and conveys respect for 
the patient's feelings in distressing circumstances. 

Nurses have at their disposal many more help- 
ful responding styles to use in their interactions with 
patients. The five discussed here, once practiced and 
mastered, can be a foundation on which to build. 


Communication across Differing Languages 


Nurses in the United States are encountering an increas- 
ing number of patients whose command of spoken 
English may be limited. Because communication is the 
means by which people connect, speaking different lan- 
guages poses significant barriers to the formation of a 
therapeutic relationship. The nursing process becomes 
additionally complex when assessment and intervention 
must span two languages. 

Spanish is the second most prevalent language spo- 
ken in the United States today, and many nurses are 
achieving increased fluency in Spanish. Some nurses are 
bilingual, a significant advantage in the context of today’s 
health care system. Most larger health care systems now 


provide interpreter services for patients on nursing units 
and in clinics. An interpreter is a professional who is 
fluent in two or more languages or is bilingual and is 
trained to translate orally from one language to another. 
A translator is a professional who works with written 
documents, moving words and meaning from one doc- 
ument into another. Patient education materials are 
usually offered in a variety of languages, although you 
should not assume that a patient is literate regardless of 
his or her ability to speak English. Some persons will 
work to hide their limited reading skills. 

Note that the word professional is attached to both 
these definitions. It is tempting to have a patient’s family 
members interpret for you if a family member speaks 
both English and the patient’s primary language; how- 
ever, this is not good practice and in fact is not within 
acceptable standards of care. Interpreters have special 
training in medical language and in how to do this work 
most effectively. Similarly, it may be tempting to have a 
colleague translate teaching materials and other patient 
information into a second language that your colleague 
speaks. Again, this is not good practice. Translators are 
specially trained in how to maintain meaning as closely 
as possible across languages using the written word. The 
command of a conversational level of a foreign language, 
such as what one obtains in high school and basic col- 
lege courses, is not adequate; very specific technical lan- 
guage required in health care settings. Also, fluency in 
spoken language does not mean that one’s written skills 
are adequate to translate patient materials correctly. 

Working with an interpreter takes practice, and you 
will become more comfortable with over time. You 
will notice that having a third person present can both 
enhance and inhibit communication. The helpfulness 
of having an interpreter with you may allow you to be 
more relaxed and assured that your patient is getting 
high-quality care. Some patients may find that having 
an interpreter present may be inhibiting, especially in 
relation to very sensitive topics. For instance, some 
women may feel very shy about discussing issues related 
to childbirth and reproduction in the presence of a 
male interpreter, regardless of his professional conduct 
and demeanor. You may have to make some decisions 
about issues related to gender on occasion if the inter- 
preter and the patient are not of the same gender. Some 
patients do not have any problem and welcome the 
assistance by these trained professionals. Your careful 
guidance may help your patients feel more comfortable, 
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MINIMIZING LANGUAGE BARRIERS: WORKING WITH A MEDICAL INTERPRETER 


The goal of the medical interpreter is to facilitate patient 
care by minimizing language barriers; as a nurse, it is im- 
portant to know how to best use an interpreter’s services 
so that the patient who speaks limited English may re- 
ceive proper care. The first step is to call the interpreter. 
It is obvious: if a patient does not understand the provider, 
an interpreter must be called. What is less obvious: even 
if your patient seems to speak English as a second lan- 
uage fairly well, the stress of being sick is likely to inhibit 
is or her ability to understand you. You will reduce a huge 
urden for your patient by calling an interpreter. 

Your patient may confuse you, however, by using body 
ues such as nodding in agreement or even verbal cues 
such as the repetition of words of assent (“yes,” “okay”) 
that may lead you to believe he or she understands En- 
glish well. A quick assessment using open-ended ques- 
tions might reveal that the patient is only showing respect 
for you but does not understand the content of the in- 
teraction. If the patient cannot answer your open-ended 
questions, or if a family member offers to interpret, an 
interpreter should be called to give expert assistance in 
this situation. 

When the interpreter arrives, brief her or him about any 
delicate situations that might be at play with the patient. 
For example, if you need to ask about domestic violence 
or substance abuse, the interpreter should be warned in 
advance. Once the interpreter has been briefed and you 
and the interpreter have entered the room together, you 
should approach the patient as you would any other pa- 
tient, without hiding behind the interpreter. 

Make eye contact with the patient, not the interpreter. 
Despite the popular image of the triangular positioning of 
patient-interpreter-provider, to ensure adequate facilita- 
tion of the conversation, the interpreter should be posi- 
tioned behind you or behind the patient. The interpreter’s 
position may change depending on environmental factors 
such as the availability of space or seating options. 


Courtesy Amanda Black. 


especially when they are reminded that you can provide 
better care when you can communicate more clearly. 
The Professional Profile Box 12.1 contains information 
from a professional interpreter on how to best work with 
an interpreter. Once you have learned about working 
with an interpreter, use this knowledge to analyze the 
scenario in Considering Culture Box 12.1. 


The medical interpreter uses transparency to mitigate 
communication factors that contribute to health dispari- 
ties; the ultimate goal is to ensure equal care for those 
patients for whom English represents a significant barrier. 
The principle of transparency dictates that anything the 
nurse says, or other provider or party says, stays within the 
confines of the patient's room. All of the patient's verbal 
expressions will, in turn, be repeated to the provider. The 
interpreter will use the first person to relay the information 
between the parties. If the interpreter feels the need to in- 
tervene, whether to explain a cultural gap or to clarify word 
choice to either party, she or he will advise both parties 
that the correction or clarification is taking place. 

Your rhythm of speech should be adjusted so that the 
interpreter can keep pace. This means stopping every 
few sentences so as not to present too much content for 
the interpreter to relay at once. If the pace is too fast, the 
interpreter may indicate the need for a break between 
sentences. The interpretation should be consecutive, not 
simultaneous, meaning that the interpreter waits for you 
or the patient to stop speaking before interpreting your 
words. 

Whenever possible, all applicable paperwork that has 
previously been translated (consent forms, patient forms, 
informational brochures) should be gathered before the 
interpreter arrives. If a form has not yet been translated, 
the interpreter may use sight translation to read the form 
aloud to the patient. A form must be completely under- 
stood by the patient in order to serve as a legal document. 

The expertise of a professional interpreter is essential 
for carrying out patient-centered care when you and your 
patient do not speak the same language. Although you 
may feel awkward at first when working with an interpret- 
er, you will soon realize that the interpreter is a great ally 
in your nursing practice. 


Amanda M. Black, MA 
Professional Interpreter and Translator 


Communication practices are unique for each indi- 
vidual and vary widely, even for people from the same 
cultural backgrounds. Nurses must become skilled in 
assessing various elements of communication: dialect, 
style, volume, use of touch, emotional tone, gestures, 
stance, space needs, and eye contact of individual patients. 
Note that this requires you to recognize your stereotypes 
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@ CONSIDERING CULTURE BOX 12.1 


The Challenge: When You Don't Speak the Patient’s Language 


Mrs. Reyes gave birth by cesarean section to her first 
child, a baby boy she named Carlos, yesterday, and she is 
recovering well. She speaks Spanish only. On the previous 
shift, she had received a mild narcotic twice for incisional 
pain. Her nurse on that shift had learned Spanish through 
high school and then two semesters in college, so she felt 
that she was able to communicate very basic information 
with Mrs. Reyes, who will be your patient today. 

When you go in to take care of Mrs. Reyes, you find her 
lying on her side, weeping brokenheartedly. You know only 
a few words of Spanish, so you ask her if she has pain, and 
point to your lower abdomen. She replies, “No, no, aqui" 
and puts her hand on her chest. You are wondering if she 
is having some problem with breastfeeding or if she is hav- 
ing chest pain, so you take her pulse and blood pressure, 
which are both a little elevated but within normal limits. 
You know she is upset, and her pain appears to be emo- 
tional. You realize that she has said something about “mi 
nino” [my baby boy] and “cirugia” [surgery]; you decide it 
is time to call in a medical interpreter, because you know 
that her baby is healthy and is in the newborn nursery. 

The interpreter arrives and you explain briefly what you 
understand Mrs. Reyes to have said. Mrs. Reyes is still 
crying when you go back in her room with the interpreter, 
and you tell Mrs. Reyes through the interpreter that the 


and biases and to avoid making assumptions about how 
any individual patient is likely to communicate. 

Nurses who are sensitive to culture recognize that 
even when individuals speak the same language, the 
sender and receiver may perceive different meanings 
because of life experiences unique to each person. 
Patients may be unwilling to share certain information 
with nurses because of cultural constraints. In turn, 
nurses may inadvertently offend patients or family 
members by violating cultural norms concerning touch, 
space, and eye contact. Because nursing involves much 
hands-on work, it is imperative that nurses be aware of 
the impact of cultural issues that may affect patients’ 
responses to their care. 


Avoiding Common Causes of 
Communication Breakdown 
Unsuccessful communication can occur for many rea- 
sons. A sender may send an incomplete or confusing 
message. A message may not be received, or it may be 


interpreter speaks Spanish and will be assisting you in fig- 
uring out what is wrong. Mrs. Reyes begins a very animat- 
ed narrative to the interpreter who tries to get her to slow 
down and let her tell you what she (Mrs. Reyes) has said. 
Mrs. Reyes tells you through the interpreter that the 
nurse on the previous shift had awakened her to sign a 
paper giving permission for a doctor to “do surgery—to 
cut” on her baby, and now she is afraid something is 
wrong with the baby and no one has told her. You realize 
the nurse had gotten Mrs. Reyes to sign a consent form 
for circumcision, a common procedure in newborn male 
infants, and that the nurse had not explained it proper- 
ly, nor had she used an interpreter to help. You explain 
through the interpreter, carefully, about circumcision and 
Mrs. Reyes calms down quickly, because she under- 
stands what circumcision is. You realize that a serious, 
preventable communication problem has occurred. 
As you think about this situation, address these ques- 
tions: 
1. What were the errors that occurred in this situation? 
2. How could they have been avoided? 
3. What are the ethical considerations in this situation? 
4. What are your next steps in helping manage this situa- 
tion? 
5. What should you do regarding your co-worker? 


misunderstood or distorted by the receiver. Incongru- 
ent messages may cause confusion in the receiver. In 
nursing situations, there are several common causes of 
communication breakdown. These include failing to see 
each individual as unique, failing to recognize levels of 
meaning, using value statements, using false reassur- 
ance, and failing to clarify unclear messages. 


Failing to See the Uniqueness of the Individual 
Failing to see the uniqueness of each individual is a com- 
mon cause of communication breakdown. This failure 
is caused by preconceived ideas, prejudices, and stereo- 
types, illustrated by the following interchange between a 
65-year-old patient and a nurse: 
Patient: “My back is really hurting today. I can hardly 
turn over in bed.” 
Nurse: “I guess we have to expect these little problems 
when we get older” 
This nurse has categorized the patient into a specific 
group, “older people,” and therefore does not respond 


to the patient as an individual. The likelihood that the 
nurse will get any more information from the patient 
has been significantly decreased. The nurse could have 
promoted continued communication by responding to 
the patient as an individual: 
Nurse: “Tell me more about your back pain, Mrs. 
Jameson.” 


Failing to Recognize Levels of Meaning 


When nurses recognize only the overt level of meaning, 
communication breakdown can occur. Patients often 
give verbal cues to meanings that lie under the surface 
content of their verbalizations: 

Patient: “It’s getting awfully warm in here” 

Nurse: (Responding only to surface meaning) “Tll 

adjust the air conditioning for you.” 

This response does not help this patient express him- 
self fully. A different type of response focuses on the 
symbolic level of meaning: 

Nurse: “Perhaps there is something about our conver- 

sation that is making you uncomfortable.” 

Although it takes a lot of experience to know when and 
how to respond to symbolic communication, nurses 
should be aware of its existence. It is incumbent on the 
nurse, however, not to “psychologize”—that is, to make 
more of a comment than is necessary. Sometimes, in 
fact, it does get warm. When patients begin to evade 
you, their body language may be a better indicator than 
their words. For instance, they may make less eye con- 
tact, become distracted by the television or cell phone, 
or feign fatigue or sleep. These are common ways in 
which people strive to create space in their communica- 
tion when they are vulnerable. 


Using Value Statements and Clichés 


Using value statements and clichés is another commu- 
nication problem. Value statements indicate that the 
nurse has made a judgment, either positive or negative. 
The use of value statements indicates that the nurse is 
operating out of his or her own set of values without 
considering that the patient might feel differently. The 
use of clichés, which are trite, stereotyped expressions, is 
common in social conversation but should be used care- 
fully in professional relationships. Consider the preva- 
lence of the cliché “Have a good day.” This statement has 
come to have little real meaning. This common error can 
cut off communication by showing the patient that the 
nurse does not understand the patient's true feelings. 
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Patient: “My mother is coming to see me today.’ 
Nurse: “How nice. There’s nothing as comforting as a 
mother’s love.” 

This nurse has used a value statement (“how nice”) and 
a cliché (“there's nothing as comforting as a mother’s 
love”). She has made an assumption that the patient wel- 
comes a visit from her mother and has failed to verify 
what the patient’s actual wishes are. In fact, the patient 
and her mother may have a difficult relationship, and 
the patient may dread the impending visit. By assuming 
otherwise, the nurse has contributed to communica- 
tion breakdown. This patient probably will not attempt 
to discuss her relationship with her mother any further 
with this nurse. A more helpful response would be: 

Nurse: “How are you feeling about her visit?” 
This allows the patient to express her feelings about her 
mother’s visit, whether positive or negative. The nurse 
has conveyed a genuine interest in the patient’s true feel- 
ings and has avoided a “yes” or “no” answer by asking 
the patient a “how” question. 


Giving False Reassurance 


Using false reassurance is another communication pit- 
fall. Although the nurse (and patient) may feel better 
temporarily, this strategy impedes communication and 
does not help the patient. 
Patient: “Tm so afraid the biopsy will show cancer.” 
Nurse: “Don't worry. You have the best doctor in 
town. Besides, cancer treatment is really good 
these days.” 
For a fearful patient, this type of glib reassurance does 
not help. The patient has stated very clearly his legiti- 
mate concern as he faces a biopsy. He may indeed have 
cancer. A more sensitive response would be: 
Nurse: “I regret that you are having to go through 
this. Let’s talk about your concerns.” 
Note that in the first sentence, the nurse did not offer 
any reassurance, but expressed human feelings of regret, 
which indicates concern to the patient. The nurse then 
gave the patient an opportunity to talk about his concerns. 
Note that when you say, “Let’s talk about...” you are indi- 
cating that you are available to your patient for this kind 
of in-depth conversation. If you are in the middle of your 
early shift assessments, you may need to follow this up by 
setting a time at which the patient knows you will return 
to continue this conversation. These types of patient needs 
are common; not honoring your offer to talk to him about 
his fears is dehumanizing for the patient. 
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Failing to Clarify 


Failing to clarify the patient’s unclear statements is a fifth 
common communication pitfall. 

Patient: “I've got to get out of the hospital. They have 

found out I'm here and may come after me.” 

Nurse: “No one will harm you here.” 

This nurse has responded as if the patient’s meaning 
was clear. A clarifying response might be: 

Nurse: “Who are ‘they, Mrs. Johnson?” 

Confused patients or those with psychiatric illnesses 
often communicate in ways that are difficult to under- 
stand. Although it is very unlikely, sometimes patients’ 
meanings are quite clear in the initial sentence, and their 
fears are based in reality. It is reassuring to patients to 
know that nurses are trying to understand them, even if 
they are not always successful. Communication is facili- 
tated by clarification responses. 


Practicing Helpful Responses 

Nurses can practice using helpful responses and avoiding 
common communication pitfalls with family members, 
friends, and co-workers, as well as in patient contacts. 
Being a good communicator takes practice and often 
feels unnatural at first. Any new behavior takes time 
to integrate into habitual patterns. By practicing new 
skills, nurses soon find themselves feeling more natu- 
ral responding in a therapeutic manner. They find these 
newly acquired skills are beneficial both professionally 
and personally. Thinking Critically Box 12.1, Helpful 
and Unhelpful Responding Techniques, compares the 
helpfulness of different types of responses in a nurse- 
patient interaction. 


EFFECTIVE COMMUNICATION WITH 
OTHER PROVIDERS 


SBAR: Structured Communication across 
the Health Care Team 


This chapter has focused on communication as the core 
of the nursing process and foundation of the thera- 
peutic use of self. In addition to communicating with 
patients and their families, however, nurses must also 
communicate effectively with an array of professional 
and unlicensed personnel, including other nurses, phy- 
sicians, phlebotomists, pharmacists, respiratory and 
physical therapists, and others. Traditionally, socializa- 
tion in health care professions tended to be discipline 


specific, and what providers in other disciplines offered 
to patients was not always clear. This resulted in territo- 
riality in which each discipline defended its own domain 
of influence rather than promoting collegiality and col- 
laboration. Health care delivery becomes fragmented 
under those conditions, and the old hierarchy that val- 
ues the contributions of some disciplines over others 
flourishes. The problem, however, is that patients suffer 
when the members of the health care team fail to use 
the resources and interdisciplinary knowledge available 
to them. 


SBAR/I-SBAR-R: Standardizing 


Communication in Health Care 

The Joint Commission has standardized health care 
communication within and across disciplines through 
the practice of SBAR—Situation Background Assess- 
ment Recommendation. SBAR is a structured way 
of relaying critical information in spoken form. It is 
a means of establishing a culture of quality, reliability, 
and patient safety because individuals—regardless of 
discipline—communicate with each other through a 
shared set of expectations. SBAR means that informa- 
tion is clear, complete, concise, and structured and is 
therefore more efficient and accurate. SBAR was orig- 
inally developed by the U.S. Navy for use on nuclear 
submarines; it was introduced into health care in the 
late 1990s and has been adopted in health care facili- 
ties around the world to standardize communication 
among care providers. The SBAR format has been 
revised to I-SBAR-R, which starts with the Introduc- 
tion and ends with a Readback to improve communi- 
cation even further (QSEN, 2008). 

In using I-SBAR-R, you filter quickly through irrele- 
vant data so that the most relevant and important data 
are featured. You then present your briefing on the situa- 
tion to colleagues who understand and expect the SBAR 
format, which gets to the problem—and hence solu- 
tion—sooner. Your colleagues respond with questions 
to confirm or clarify what you have presented. Here is 
an example of a nurse in the neonatal intensive care unit 
(NICU) calling the neonatal nurse practitioner regard- 
ing a premature infant: 

(Introduction): Hello, this is Paola Santos. I am the 

registered nurse taking care of Jeremy Benton. 

(Situation): Here’s the situation: Jeremy’s latest arte- 

rial blood gas showed a Po, of 68, Pco, of 64, and 
pH of 7.32. 
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Helpful and Unhelpful Responding Techniques 


Directions: Critique both of the following interactions, 
identifying each helpful and unhelpful response used by 
the nurse. Describe how you imagine the patient might 
feel at the close of each interaction. Identify what the 
nurse has accomplished in each instance. 

Mr. Goodman has been admitted to the hospital for cor- 
onary bypass surgery. During the admission process, the 
following interactions might take place. 


Interaction One 

Nurse: Mr. Goodman, | am Mrs. Scott. Can | get some 
information about you now? 

Patient: Okay. 

Nurse: You're here for bypass surgery? 

Patient: Yes, that's what they tell me. 

Nurse: (Taking blood pressure) Do you have any allergies 
to foods or medications? 

Patient: Not that | know of. I've never been in a hospital 
before. 

Nurse: Well, your blood pressure looks good. (Silence 
while patient has thermometer in mouth.) This is a 
really nice room—just remodeled. | know you'll be 
comfortable here. Will your wife be coming to see you 
tonight? (Removes thermometer.) 

Patient: My wife is sick. She hasn't been able to leave 
home for 2 years. | don’t know what will happen to her 
while | am here. 

Nurse: Gosh, I’m so sorry to hear that. | guess having you 
back home healthy is what she wants though, isn’t it? 
And you've got a great surgeon. Well, I've got to run 
now. Check on you later. 


(Background): Jeremy is a White male born 22 
hours ago at 32 weeks’ gestation, weighing 
1550 g. He has been on CPAP [continuous pos- 
itive airway pressure] since birth and is now at 
40% O,, up from 35% 8 hours ago. In the past 
2 hours, his respiratory rate has increased from 
60 to 88 and his O, saturation has decreased 
from 96% to 92%. 

(Assessment): My assessment is that Jeremy is 
developing respiratory failure. 

(Recommendation): I recommend that you or 
one of the neonatal fellows come see him and 


Interaction Two 

Nurse: Good afternoon, Mr. Goodman. I'm Mrs. Scott, 
and I'll be your nurse this evening. If this is a good time, 
I'd like to ask you some questions and complete your 
admission process. 

Patient: Okay. 

Nurse: First, I'll get your temperature and blood pressure, 
and then we'll talk. (Silence while nurse takes vital 
signs.) Everything looks good. Do you have any aller- 
gies to foods or medications? 

Patient: Not that | know of. I've never been in a hospital 
before. 

Nurse: Hospitals can be a little overwhelming, especially 
when you've never been a patient before. Now, would 
you please tell me in your own words why you are 
here? 

Patient: Well, the doc tells me | have a clogged artery and 
| need a bypass. | guess they'll open up my heart. 

Nurse: What exactly do you know about the surgery? 

Patient: Not too much, really. He told me yesterday that | 
need it right away—and here | am. 

Nurse: It sounds like you need some more information 
about what will happen. Later this evening | will come 
back, and we'll talk some more. Are you expecting to 
have visitors tonight? 

Patient: No, my wife can't leave home. | don’t know what 
she will do without me while I'm here. This came up 
so suddenly. 

Nurse: | can see that this is a serious concern for you. We 
can explore some possibilities when | come back this 
evening. I'll plan to come around 7:15, if that suits you. 

Patient: Sure, | can use all the help | can get. 


that I call for a respiratory therapist to be in the 
NICU in case Jeremy needs to be intubated. 

Nurse Practitioner: I will be there shortly, but in 
the meantime, call a respiratory therapist to 
adjust the CPAP as necessary, and I will also 
order a chest x-ray STAT. Recheck blood gases 
in 15 minutes. 

(Readback—nurse): I will call respiratory therapy 
and request adjustment to CPAP, and I will 
confirm that radiology will perform a chest 
x-ray STAT. I will recheck ABG [arterial blood 
gases] in 15 minutes. 
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The information the nurse has communicated is 
clear, appropriate, and without tangential details that 
obscure the problem. The nurse practitioner has clear 
data from a professional registered nurse who has cap- 
tured the most salient issues related to the care of a 
premature infant. No time is wasted in filtering out 
extraneous information such as, “Jeremy’s mother came 
in for a visit this afternoon. She is really worried about 
him, but she has a lot of family support” Is this helpful 
information? No, not in this circumstance. However, 
if Paola was responding to a call from a social worker 
assigned to the Benton family, this may be useful back- 
ground information. 

Safety is the key issue behind I-SBAR-R as a commu- 
nication format. This format decreases the inherently 
unsafe and dysfunctional hierarchy of providers. In his 
introduction to John Nance’s (2009) important book 
Why Hospitals Should Fly: The Ultimate Flight Plan to 
Patient Safety and Quality Care, Lucian Leape, MD, a 
physician and professor at the Harvard School of Public 
Health, noted that “an authoritarian structure that deval- 
ues many workers, lacks of a sense of personal account- 
ability, autonomous functioning and major barriers to 
effective care stymies progress” in creating a safe culture 
of health care (p. viii). A culture of safety requires team- 
work, Leape argued, the “common denominator” in safe 
cultures, which are “rarely found in health care organi- 
zations” (p. viii). 

As you gain more experience clinically, develop your 
critical thinking skills, and improve your clinical judg- 
ment, you will become increasingly comfortable in com- 
municating using the I-SBAR-R format. 


Effective Use of Electronic Communication 


Devices 

An unprecedented proliferation of ways to communi- 
cate exist today: mobile phones; smart phones; e-mail; 
messaging on apps such as iMessage, WhatsApp, and 
WeChat; and services such as Skype and FaceTime, 
among many others. Nurses are often interrupted in 
their care by the ringing of their mobile phones or unit 
communication devices, consulting with other staff 
members even as they care for patients. This behavior 
is insensitive and sends a message to patients that they 
and their needs are secondary. The use of e-mail in pro- 
fessional settings can lead to misunderstanding because 
the facial expression, tone of voice, and other contex- 
tual cues are not visible to message recipients and are 


therefore subject to misinterpretation (everyone knows 
someone who appears to be yelling on e-mail because 
they type in all capital letters). A few commonsense 
guidelines are useful to prevent the use of communica- 
tion devices from becoming a barrier to nurse-patient or 
nurse-colleague communication: 

¢ Give your full attention to the person you are with. 
Avoid checking your phone for messages while con- 
versing with others. 

¢ Ifyou are interrupted by a call that you must take, go 
into the hallway to have your conversation; you may 
need to leave the patient area completely to avoid 
having your personal business overheard in a profes- 
sional setting. 

¢ Adopt a courteous tone in e-mail and voicemail mes- 
sages regardless of how rushed you are; remember 
that the recipient cannot see your nonverbal commu- 
nication. Emoticons or emojis, however, are rarely 
appropriate. If you have to use a “:)” to show that you 
are not really upset or to take the edge off criticism, 
you probably need to reword your e-mail rather than 
resort to smiley faces. Like all communication, they 
too can be misconstrued or seem incongruent with 
the message. 

¢ Avoid the use of jargon in verbal and written com- 
munication; use acronyms only when you are confi- 
dent of their universal understanding. 

* Keep messages short; include only necessary useful 
details, but avoid being abrupt. 

* When leaving your return phone number in a voice- 
mail, make sure that you enunciate the number 
slowly and clearly. It is helpful to repeat at the end of 
your message: “Again, this is [first and last name] at 
111-555-4321? 

* When receiving a message, read, listen, and evaluate 
the entire message before reacting. This is particu- 
larly important when you are feeling pressed for time 
or if your first response to the message is one of irri- 
tation or anger. 


Communication in Today's Multicultural 
Workplace 


Sensitivity to cultural differences in communication is 
essential in today’s culturally diverse workplace. The 
composition of the health care workforce is being rap- 
idly transformed by the population demographics of 
the nation. Diversity in age, race, ethnicity, country 
of origin, gender, gender identity, sexual orientation, 


and levels of abilities creates opportunities for nurses to 
develop skill in transcultural communication. 

One's culture determines the lens through which 
most aspects of life are viewed and experienced and 
includes an individual’s health beliefs and practices. 
Culture also dictates the meaning of work, such as car- 
ing for the sick. Some cultures see caring for the sick 
to be a sacred responsibility, whereas others place care 
for the sick with no significance beyond an occupation 
or means of income. The meaning of work in a given 
culture also affects how people of that culture commu- 
nicate. 

Attention is now being paid to the cultural differences 
among different generations of nurses, all of whom can 
be found working side by side. Even when race and eth- 
nicity are similar, the ages of nurses in a single setting 
may range from early 20s to middle 60s, a 40-year span. 
This can create interpersonal challenges in the work- 
place. Although it is risky to make generalizations about 
groups, anecdotal evidence and research studies reveal 
differing opinions among age-groups about what is 
important to them professionally and personally. 

Each generation experiences political and historical 
events and social trends during their formative years 
that influence their values, and hence become part of a 
cohort similarly affected by historical and sociocultural 
events. Known as the sociohistorical context of one’s life, 
these influences cut across racial and ethnic lines. Dif- 
ferent age groups may have differing work ethics, means 
of communication, manners, and views of authority; 
more superficial issues such as habits of speech, modes 
of dress, and even hairstyles and music choices can be 
the source of tension and friction (Siela, 2006). 

Three generations currently occupy the workforce. 
Two-thirds of today’s workforce in all occupational 
groups consists of Baby Boomers, people born between 
1946 and 1959; many in this group are now at the age of 
retirement. Those born between 1960 and 1980 make up 
Generation X. Generation Y, also known as Millennials, 
were born between 1981 and 2000. Generation Y over- 
laps with a newer group born since 1990 known as the 
Net Generation, or N-Geners, who have grown up with 
an unprecedented high level of interconnectivity in the 
digital age. 

As you can see in Table 12.1, the characteristics and 
attitudes of the various groups are different. Profes- 
sional nurses strive to understand colleagues of different 
generations and capitalize on the strengths each group 
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brings to the workplace, rather than viewing these vary- 
ing attitudes toward life and work as problems. Siela 
offers this insight: “Knowing the characteristics and core 
values of each generation can help nurses of diverse ages 
understand colleagues who are much younger or older 
than they are. However, take care not to stereotype any- 
one. Each person is a unique individual with distinctive 
traits, which may or may not be typical of his or her gen- 
eration as a whole” (2006, p. 47). 

Astute nurses use their communication skills 
throughout their personal and professional lives. Using 
clear, simple messages and clarifying the intent of others 
constitute a positive goal in all personal and professional 
communication. 


INTERPROFESSIONAL COLLABORATION: 
PRESCRIPTION FOR IMPROVED PATIENT 
OUTCOMES 


Interprofessional collaboration is central to excel- 
lent patient outcomes (Rose, 2011). Collaboration 
is a complex process that builds on communication. 
Collaboration in health care settings is far more than 
simply cooperation, negotiation, or compromise. It 
implies working jointly with other professionals, all 
of whom are respected for their unique knowledge 
and abilities, to improve a patient’s health status or to 
solve an organizational problem. Furthermore, inter- 
professional collaboration implies interdependency, 
rather than autonomy, and roles among providers are 
understood as complementary and require mutual 
respect and power sharing (Rose, 2011). The Insti- 
tute of Medicine (IOM; now the National Academy 
of Medicine) (2003) made interdisciplinary learning 
a core educational requirement, with the assump- 
tion that education across health care disciplines will 
improve communication, increase collaboration, and 
decrease errors (Reese et al., 2010). 

Interdisciplinary learning provides the setting for 
professionals to learn specific roles of others in health 
care and to understand clearly delineated professional 
contributions of each member of the health care team 
(Suter et al., 2009). Currently, most health care provid- 
ers are taught similar core content, skills, knowledge, 
and values; however, this education occurs in isolation 
(Angelini, 2011) or “professional silos” (Margalit et al., 
2009). In addition, interdisciplinary learning may serve 
to reduce stereotypes and alleviate misconceptions 
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TABLE 12.1 


Baby Boomers (Born 1946-1959) 


Beginning to experience physical 
limitations 

Love-hate relationship with authority; 
may question rules but generally fol- 
low them; comfortable bending rules 


Work gives meaning to life; willing to 
work long hours; will sacrifice for 
success 


Value consensus building 


Enjoy competition; comfortable work- 
ing in teams and value teamwork 
Generally optimistic; not comfortable 
with conflict in the workplace; feel 
indispensable; can be intellectually 
arrogant; tend to be socially con- 

scious 
Favor an informal work environment 


Many are technically literate and most 
are willing to learn 


Generation X (Born 1960-1980) 


Ample physical energy; few limita- 
tions 

Expect authority figures to earn their 
respect; distrust bureaucracy; desire 
frequent positive reinforcement and 
feedback 

Little trust of work environment or 
loyalty to it; seek to avoid long hours 
and have fun on the job; desire life- 
work balance 

Dislike process; focused on out- 
comes; want to know how decisions 
will affect them 

Prefer to work alone; entrepreneurial 


Generally skeptical; tend to be pes- 
simistic; desire accolades, whether 
deserved or not; motivated by 
money and success; seek to start at 
the top 

Informal; flexible; not known for 
manners, etiquette, or interpersonal 
skills; accustomed to diversity; 
irreverent sense of humor; may be 
perceived as rude 

Technically literate 


Selected Characteristics of a Multigenerational Nursing Workforce 


Generation Y (Millennials) and 
N-Geners (Born 1981-2000) 


High levels of youthful energy 


Not awed by authority figures; 
relaxed approach to the bureaucracy 


High expectations of the workplace; 
may set unrealistic goals; need pro- 
longed Job orientation and mentor- 
ing; desire life-work balance 

Highly collaborative 


Desire to participate in decisions; 
team players 

Optimistic; confident; share feelings 
with ease; high expectations of 
selves; impatient to get to the top; 
may feel unappreciated; desire posi- 
tive feedback; accept change eagerly 

Behave and dress casually; most 
tolerant of cultural diversity; desire 
to have fun on the job; value good 
manners; have best rapport with 
other generations 

Highly proficient with technology; use 
the Internet for research and commu- 
nication; accustomed to multitasking 


Compiled from Halfer D, Saver C: Bridging the generation gaps, Nursing Spectrum (SE ed) 4(3):28-33, 2008; Siela D: Managing 
the multigenerational nursing staff, Am Nurse Today 1(3):47—49, 2006; Wieck KL: Motivating an intergenerational workforce: 
scenarios for success, Orthop Nurs 26(6):366-371, 2007. 


Identification of those who have stake in the outcome 


regarding the value of other professional roles (Mac- —* 


Donald et al., 2010). Furthermore, MacDonald and 
colleagues (2010) found that knowledge of the profes- 
sional role of others is related to successful interprofes- 
sional practice and that the development of this core 
competency should ideally begin during nurses’ basic 
education. Box 12.6 contains a checklist of key com- 
ponents necessary for effective collaboration. You can 
check your own readiness for interprofessional collab- 
oration by referring to this list. At this point in your 
education, you will probably have most of these com- 
ponents mastered. 

Successful collaboration entails several steps (Gard- 
ner, 2005): 


of the collaboration 

* Identification of the problem(s) to be solved 

* Identification of barriers to creating a solution 

* Clarification of the desired outcomes (agree on crite- 
ria for success) 

¢ Clarification of the process (How will we approach 
the task?) 

¢ Identification of who will be responsible for each step 
in the task 

¢ Evaluation (Have we met our criteria for success?) 

Collaboration is a positive process that benefits the 

people involved, as individuals and as a group; the 

organization in which they work; and health care 


BOX 12.6 Key Components Necessary 
for Effective Interprofessional Collaboration 


Respect for other collaborators 
Confidence in own knowledge 
Willingness to learn 
Cooperative spirit 

Belief in a common purpose 


Value contributions of other disciplines 

Willingness to negotiate 

Excellent communication skills 

Self-awareness (e.g., biases, values, goals, agendas) 
Tolerance of differing opinions 

Not threatened by conflict 

Knowledge of one’s own limits 


consumers. Increased feelings of self-worth; a sense of 
accomplishment; esprit de corps; enhanced collegiality 
and respect; and increased productivity, retention, and 
employee satisfaction are positive benefits of collabora- 
tion (LeTourneau, 2004). Despite these positive benefits 
and potential for improved patient outcomes, interpro- 
fessional collaboration can be difficult to institute. Rice 
and colleagues (2010) found that even though a well- 
planned and well-implemented intervention to increase 
interprofessional communication and collaboration was 
received with enthusiasm by various stakeholders on 
general internal medicine units, no changes in behav- 
iors were noted over the year after the intervention. 
This was attributed to several causes, including deeply 
entrenched interprofessional hierarchies. 

One of the most deeply entrenched hierarchies in 
health care today is that of nursing in relation to med- 
icine. Weinberg and colleagues (2009) noted that this 
hierarchy is dominated by physicians, in which they 
see their role as one of giving orders that nurses carry 
out; nurses, however, prefer collaborative interactions 
that are more egalitarian. In their study of the quality 
of the nurse-physician relationship, Weinberg and col- 
leagues found that 19 of 20 resident physicians reported 
instances of poor communication or troubled relation- 
ships with nurses, which, unfortunately, was not seen 
as a threat to patient care. The nurses’ role was limited, 
in their opinion, to following the physicians’ orders. 
The findings of this relatively recent research are trou- 
blesome in light of the directives by the IOM to foster 
interprofessional collaboration that would include the 
disciplines of nursing and medicine. 
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Recent strategies to increase interprofessional col- 
laboration through interprofessional educational will 
require what is sometimes called a “sea change”—a refer- 
ence to Ariel's song in the Shakespeare play The Tempest. 
A sea change is a progressive transformation over time 
during which the substance of a structure is changed, 
although its form remains. A hospital may still look like 
a hospital, but what goes on within that structure will be 
required to change in response to substantial reform in 
the health care system. Change is difficult, however, and 
is usually accompanied by conflict. Conflict resolution 
requires constructive conflict negotiation skills that can 
be developed (Gerardi and Morrison, 2005). Examples 
of these conflict resolution skills include the following: 
¢ Acknowledge the conflict. 
¢ Recognize and affirm that positives can result from 

conflict. 

* Facilitate debate over task issues while redirecting 
concerns away from the personal level. 

¢ Promote expression of varying perspectives. 

¢ As conflict is worked through, explore alternative 
positions, taking opportunities to synthesize several 
ideas to create a new position. 

* Be willing to change your position on an issue. 

¢ Share power: elicit everyone's opinions, and look for 
win-win situations. 

¢ Stay focused on the desired outcome. 

A caveat is in order, however. More than a decade ago, 

David (2000) wrote a powerful treatise on the gender 

politics of nursing; among her many important argu- 

ments, she noted that nurses’ ongoing self-deception in 

terms of the location of power in health care has served 

to “perpetuate professional mediocrity ... and preserve 

the borderline status of nurses” (p. 83). This means that 

nurses take a secondary role to physicians and others in 

the health care hierarchy, making true interprofessional 

collaboration impossible under these conditions. There 

are no simple fixes for this deeply entrenched view of 

nursing for which nurses are ultimately responsible. A 

good first step for you is to consider the negative effects 

of gender politics on you as a nurse (regardless of your 

own gender identity) and on the profession of nursing. 

You have been exposed to a great deal of material in 
this chapter—from the therapeutic use of self in one- 
on-one professional relationships with patients to the 
effect of gender politics on the profession of nursing. 
The “take-home message” of this chapter is an impor- 
tant one, however, and one not to be lost in the wide 
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range of topics to which you have been exposed. The 
message: How you communicate as a professional 
nurse matters. Whether you are sitting at the bedside 
consoling a frantic mother of a sick infant, addressing 


a group of citizens concerned about environmental 
issues in your community, or writing a letter to your 
representative in Congress about health care coverage, 
you are never “not a nurse.” 


e Concept: The “therapeutic use of self” means using 
one’s personality and communication skills effec- 
tively while implementing the nursing process to 
help patients improve their health status. 

Challenge: Although it is difficult, nurses can learn 
new skills to improve their communication. 

e Concept: In long-term nurse-patient relationships, 
each phase (orientation, working, and termination) 
has specific tasks that should be accomplished before 
progressing to subsequent phases. 

Challenge: Short-term patient contacts in today’s 
streamlined care delivery system also present oppor- 
tunities for connection and goal achievement. 

e Concept: Acceptance of others is important for effec- 
tive nursing practice. 

Challenge: Developing awareness of biases can help 
nurses to prevent the intrusion of these biases into 
nurse-patient relationships. 

e Concept: Professional nurses are aware of the bound- 
aries of the therapeutic relationship and strive to stay 
within the “zone of helpfulness” at all times. 
Challenge: Boundaries can be difficult to ascer- 

tain, especially in the use of social media. Nurses 
have to be vigilant in identifying professional 


boundaries and setting limits to prevent crossing 
a boundary. 

e Concept: Communication is the core of all rela- 
tionships; it is both verbal and nonverbal and con- 
sists of a sender, a receiver, a message, feedback, 
and context. 

Challenge: Effective communication meets four 
major criteria: feedback, appropriateness, effi- 
ciency, and flexibility. 

e Concept: Professional medical interpreters are your 
best resource in providing care for patients for whom 
English is their second language or who do not speak 
English. 

Challenge: Conversational skills in a second lan- 
guage are inadequate in the provision of health 
care, and asking a family member to interpret is 
inappropriate and can be unsafe. 

e Concept: SBAR is an excellent means of communi- 
cation to transmit important data effectively across 
health care disciplines and all members of the health 
care team. 

Challenge: Effective communication both requires 
and reflects excellent critical thinking and clinical 
judgment. 


1. Explain what is meant by the expression “therapeutic 
use of self” What challenges, if any, do you anticipate 
encountering in learning this important communica- 
tion technique? 

2. Describe professional boundaries and what the 
implications are in crossing professional boundaries. 

3. Think about why nonverbal communication may be 
more reliable than verbal communication. Consider 
your own nonverbal communication style and what 
you might be communicating unintentionally. 

4. Identify a recent interaction you have had in which 
communication was incongruent. Analyze the effect 


of the incongruence on the communication. When are 
people most likely to use incongruent communication? 

5. Think of a person with whom you have experienced 
difficult communication. Identify the barriers to suc- 
cessful communication between you and the other 
person, and critique your responses to that person. 

6. Think about a collaborative experience you have had 
with another health care professional. What are the 
features of that collaboration in which collaboration 
improved the outcome for the patient? Were there 
features of the collaboration with which you were 
uncomfortable? 


REFERENCES 


Angelini D: Interdisciplinary and interprofessional education: 


What are the key issues and considerations for the future? 
J Perinat Neonatal Nurs 25(2):175-179, 2011. 

Baca M: Professional boundaries and dual relationships in 
clinical practice, J Nurs Pract 7(3):195-200, 2011. 

David BA: Nursing’s gender politics: reformulating the foot- 
notes, Adv Nurs Sci 23(1):83-93, 2000. 

Gardner DB: Ten lessons in collaboration, Online J Issues 
Nurs 10(1):1-6, 2005. (website). Available at: www. 
nursingworld.org/MainMenuCategories/ANA Market 
place/ANAPeriodicals/OJIN/TableofContents/ 
Volume102005/No1Jan05/tpc26_116008.aspx. 

Gerardi DS, Morrison F: Managing conflict creatively, Crit 
Care Nurs (Suppl)31-32, 2005. 

Hagerty BM, Patusky KL: Reconceptualizing the nurse-pa- 
tient relationship, Image J Nurs Sch 35(2):145-150, 2003. 

Halfer D, Saver C: Bridging the generation gaps, Nursing 
Spectrum (SE ed) 4(3):28-33, 2008. 

Hobbs JL: A dimensional analysis of patient-centered care, 
Nurs Res 58(1):52-62, 2009. 

Institute of Medicine (IOM): Health professions education: a 
bridge to quality, Washington, DC, 2003, National Acade- 
mies Press. 

Johns C: Guided reflection: advancing practice, Oxford, 2002, 
Blackwell Science. 

LeTourneau B: Physicians and nurses: friends or foes? 

J Healthc Manag 49(1):12-14, 2004. 

MacDonald MB, Bally JM, Ferguson LM, et al.: Knowledge 
of the professional role of others: a key interprofessional 
competency, Nurs Ed Prac 217:238-242, 2010. 

Margalit R, Thompson S, Visovsky C, et al.: From professional 
silos to interprofessional education: campuswide focus on 
quality of care, Qual Manag Health Care 18:165-173, 2009. 

Nance JJ: Why hospitals should fly: the ultimate flight plan 
to patient safety and quality care, Bozeman, MT, 2009, 
Second River Health Care Books. 

National Council of State Boards of Nursing (NCSBN): 
Professional boundaries: a nurse’s guide to the importance 
of appropriate professional boundaries, Chicago, 2014, 


CHAPTER 12 Communication and Collaboration in Professional Nursing 


National Council of State Boards of Nursing (website). 
Available at: www.ncsbn.org. 

Nurse’s relationship with patient results in disciplinary action, 
Nurs Law Regan Rep 43(8):4-5, 2003. 

Peplau H: Interpersonal relations in nursing, New York, 1952, 
GP Putnam's Sons. 

Quality and Safety Education for Nurses: Reformulating 
SBAR to I-SBAR-R, (website), 2008. Retrieved from: 
http://qsen.org/reformulating-sbar-to-i-sbar-r/. 

Reese CE, Jeffries PR, Scott AE: Learning together: using sim- 
ulations to develop nursing and medical student collabo- 
ration, Nurse Ed Perspec 31(1):33-37, 2010. 

Rice K, Zwarenstein M, Conn LG, et al.: An intervention 
to improve interpersonal collaboration and communi- 
cations: a comparative qualitative study, J Interprof Care 
24(4):350-361, 2010. 

Roach MS, Maykut C, Comportment: A caring attribute in 
the formation of an intentional practice, Int J Hum Caring 
14(4):22-26, 2010. 

Rose L: Interprofessional collaboration in the ICU: how to 
define? Nurs Crit Care 16(1):5-10, 2011. 

Ruesch J: Disturbed communication: the clinical assessment 
of normal and pathological communicative behavior, New 
York, 1972, WW Norton. 

Siela D: Managing the multigenerational nursing staff, Am 
Nurse Today 1(3):47-49, 2006. 

Suter E, Arndt J, Arthur N, et al.: Role understanding and 
effective communication as core competencies for collabo- 
rative practice, J Interprof Care 23(1):41-51, 2009. 

Swanson KM: Empirical development of a middle range 
theory of caring, Nurs Res 40:161-166, 1991. 

Watson J: Nursing: human science and human care, New York, 
1988, National League for Nursing. 

Weinberg DB, Miner DC, Rivlin L: “It depends”: medical res- 
idents’ perspectives on working with nurses: a qualitative 
study shows that residents don’t necessarily view nurses 
as colleagues and collaborators, Am J Nurs 109(7):34-43, 
2009. 

Wieck KL: Motivating an intergenerational workforce: sce- 
narios for success, Orthop Nurs 26(6):366-371, 2007. 


13 


Nurses, Patients, and Families: 
Caring at the Intersection of 
Health, Illness, and Culture 


Maureen J. Baker, BSN, MSN, PhD 


© To enhance your understanding of this chapter, try the Student 
Exercises on the Evolve site at http://evolve.elsevier.com/Black/professional. 


LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Differentiate between acute and chronic illness. 

e Describe the stages of illness and how patients move 
among the stages. 

e Explain behavioral responses to illness and what 
influences these behaviors. 

e Discuss the influence of culture on illness behaviors. 


Joyful partners stand at the altar or before a magistrate 
on their wedding day, vowing to “have and to hold ... 
in sickness and in health ...” On a day of robust health 
and exuberant energy, couples rarely envision the spec- 
ter of illness as they celebrate their marriage. It is a day 
of hope and expectation. Sickness, and all it means, has 
little place at the wedding. Yet as the anniversaries of 
this beautiful day come and go, the meaning of sick- 
ness becomes clearer. A part of life, illness affects not 
just the sick person, but the people providing care—the 
spouse, the partner, their children. Illness changes lives 
(Fig. 13.1). In Chapter 8 you were introduced to systems 
theory in depth. Remember, a key concept of systems 
theory is that a change in one part of a system results in 
changes in other parts. A family is system; a change in 
one member affects the other members. 


e Describe the characteristics of the culturally 
competent nurse. 

e Explain the physical, emotional, and cognitive 
effects of stress. 

e Discuss how family functioning is altered during 
illness. 

e Explain the necessity of and strategies for self-care 
by nurses. 


Supporting health, managing illness, and addressing 
the complex changes and human responses to illness 
are central to nursing. A key characteristic of nursing 
is the emphasis on viewing patients holistically. Nurses 
recognize that human beings are complex beings with 
physical, mental, emotional, spiritual, social, and cul- 
tural dimensions. Each of these dimensions may be 
challenged by illness. A caring nurse considers each 
of these dimensions in caring for patients, whether 
supporting their health or helping them manage their 
responses to illness. In this chapter the stages of illness, 
illness behaviors, and cultural factors that influence 
them are explored, as is the impact of illness and culture 
on patients, families, and nurses. Developing strategies 
to maintain your own health and learning to develop 
balance in your life—care of self—is also explored. 
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Fig. 13.1 In times of illness, roles in families change. A daugh- 
ter is caring for and comforting her elderly mother. (Photo used 
with permission from iStockphoto.) 


ACUTE AND CHRONIC ILLNESS 


Illness is a highly personal experience. Culture plays a 
significant role in health beliefs and behaviors; it also 
determines how individuals and families react to illness. 
Nurses can be more effective in providing care when 
they understand some of the factors that affect how peo- 
ple cope with illness. 


Acute Illness 


Acute illness is characterized by severe symptoms that 
are relatively short lived. Symptoms tend to appear sud- 
denly, progress steadily, and subside quickly. Depend- 
ing on the illness, the patient may or may not require 
medical attention. The common cold is an example of 
an acute illness that does not usually require a health 
care provider's attention. Others, such as acute appen- 
dicitis, can become life threatening without timely sur- 
gical intervention. Unless complications arise, people 
with acute illness usually return to their previous level of 
wellness. Some acute illnesses, such as acute myocardial 
infarction, may lead to chronic conditions, such as con- 
gestive heart failure. Another example is a new infection 
with human immunodeficiency virus (HIV). The initial 
signs and symptoms of HIV infection occur 2 to 4 weeks 
after exposure to the virus as a flulike syndrome with 
fever, malaise, rash, myalgia, and other discomforts. 
Usually lasting fewer than 10 days, patients believe that 
the resolution of their acute illness means that they are 
well, when in fact they are seropositive for HIV. They are 
chronically ill. 

Individuals with sudden, catastrophic injuries, such 
as a spinal cord injury or major stroke, experience 
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dramatic and extensive changes in an instant. They face 
physical limitations, significant modifications in daily 
living, and changes in social roles for which they had no 
preparation. They face daily challenges that may seem 
unbearable. They use a variety of coping mechanisms, 
strategies that differ from person to person. 


Chronic Illness 


A chronic illness usually develops gradually, requires 
ongoing medical attention, and may continue for the 
duration of the individual's life. Hypertension, diabe- 
tes, and Parkinson's disease are examples of chronic ill- 
nesses; they can be treated but not cured. 

Chronic illnesses have a significant social and eco- 
nomic impact, being one of the fastest-growing health 
problems in the United States. In 2012 almost one of 
every two adults—117 million people—had at least one 
chronic illness (Centers for Disease Control and Preven- 
tion [CDC], 2015). Factors such as sedentary lifestyles, 
obesity, and the aging of the population are expected 
to contribute to a continued increase in the number 
of chronically ill Americans for the foreseeable future. 
Arthritis is the most common disabling illness, with 53 
million adults having a diagnosis from a care provider of 
arthritis (as opposed to self-diagnosis). Of these 53 mil- 
lion people, 42% report that their arthritis affects their 
usual activities. Diabetes is the leading cause of serious 
disabling conditions, including renal failure, amputa- 
tions from diabetes-related conditions, and new cases of 
blindness among adults (CDC, 2015). 

Chronic illnesses are caused by permanent changes 
that leave residual disability. They vary in severity and 
outcomes, but a state of “normal” health is elusive, 
although many chronic conditions can be managed suc- 
cessfully. Some chronic illnesses are progressively debil- 
itating and result in premature death, whereas others are 
associated with a normal life span, even though func- 
tioning is impaired. Some chronic illnesses go through 
periods of remission, when symptoms subside, and 
exacerbation, when symptoms reappear or worsen. 

Chronic illnesses are pervasive and life altering. They 
lead to altered individual functioning and disruption of 
family life. Long-term medical management of chronic 
illness can create financial hardship as well. Patients 
with chronic illness may need to change the way they 
live, often making many changes simultaneously. They 
must begin doing things they are not accustomed to 
doing and stop doing things they normally do. Patients 
with diabetes, for example, must begin monitoring their 
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BOX 13.1 


Types of Illness 


Chronic 


Gradual onset of 
symptoms 

Symptoms may be 
mild or vague; once 
illness is resolved may 
have remissions and 
exacerbations 

Patient usually returns Illness continues 

to former level of func- throughout the life 
tioning span 

Changes often not Changes are perma- 
permanent but may prog- nent and progressive 
ress to chronic illness 

Does not usually require © Requires long-term 
long-term behavioral behavioral change/ 
change/treatment treatment 

May represent a life Often represents a life 
crisis crisis 


Sudden onset of symp- 
toms 

Symptoms progress 
quickly from mild to 
severe 


blood glucose levels, change their eating habits, and 
increase their exercise. Box 13.1 presents the similarities 
and differences between acute and chronic illnesses. 

The diagnosis of an acute or chronic illness can be a 
major life crisis. The emotional reactions of the patient 
and family sometimes present a greater challenge than 
dealing with the physical aspects of the disease. Despite 
the prevalence of emotional responses to illness, most 
medical and nursing attention is focused on physical 
aspects of the disease process rather than emotions. 
Box 13.2 describes how one patient experiences a 
chronic illness, systemic lupus erythematosus (SLE), 
and describes its effect on her feelings, family respon- 
sibilities, and relationships. As you read her narrative, 
pay attention to her reaction to her nurses’ focus on 
her physical condition at a time when her emotional 
responses were her greatest concern. Consider what this 
narrative says about quality care and if this woman is 
getting the help that she needs. 

Chronically ill people can become acutely ill with 
something not related to their chronic illness, which 
will still need management even while the acute con- 
dition is being treated. For instance, a 28-year-old 
man comes to the emergency department (ED) with a 
severely sprained ankle from a skiing accident. His elec- 
tronic health record (EHR) indicates that he has HIV, 
although his viral load is nondetectable because of his 
strict adherence to his highly active antiretroviral ther- 
apy (HAART) regimen. What are the implications for 


BOX 13.2 Comments of a Patient 
with a Chronic Disease: Systemic Lupus 
Erythematosus 


If there is one thing | want to say to nurses who wor 
with patients with chronic disease, it is “Be patient and 
understand our problems and feelings.” When | go to 
the doctor's office or to the hospital, | usually leave fee 
ing guilty because | have been impatient with everyone 
| saw. Guilt and anger are the two feelings | seem to 
have had since | was diagnosed with this disease. | a 
ternate between being angry that | got lupus and feeling 
that | should be grateful for the fact that | have some- 
thing | can at least live with when others are not so 
fortunate. 

| guess the thing that bothers me most is that the 
nurses keep telling me what changes | need to make to 
take better care of myself. They never seem to under- 
stand that | am doing the best | can do. | can't possibly 
get the amount of rest they seem to think | need, and 
| can't avoid as much stress as they seem to think | 
should avoid. Both my husband and | work hard at our 
jobs, and | hate asking him and my sons to take over my 
responsibilities at home when | am sick, so | wind up 
compromising. | ask them to help some and | do more 
than | should. When | get the lecture from the nurses 
on how | should take better care of myself, | usually just 
nod and say that | will, even when | know that | probably 
won't be able to. 


the ED providers of his HIV status? If you were giving 
an SBAR (see Chapter 12) update at your end-of-shift 
handoff to the next nurse, would you include his HIV 
status in your report? 


ADJUSTING TO ILLNESS 


Adjusting to illness is a process. Although the responses 
are different for each person, people who are ill typically 
progress through somewhat predictable states. Experts 
from medicine, sociology, psychology, and nursing have 
described the states that people experience in adjust- 
ment to illness as stages—disbelief and denial, irrita- 
bility and anger, attempting to gain control, depression 
and despair, and acceptance and participation. Remem- 
ber that there are many influences on the way a person 
responds to an illness and that these states are fluid, 
meaning that the patient will go back and forth between 
responses. Human responses to illness are rarely if ever 
linear. 


Disbelief and Denial 

People have difficulty believing that signs and symp- 
toms are caused by illness. They may believe that the 
symptoms will go away. Fear of illness often leads to the 
mistaken belief that the symptoms will subside without 
treatment and can delay seeking a diagnosis. 

Denial is a psychological defense mechanism that people 
sometimes use to avoid the anxiety associated with illness. 
People who pride themselves on their vigorous health may 
downplay the significance of symptoms. If this occurs, they 
may avoid treatment or attempt inappropriate self-treat- 
ment. Extended denial can have serious results, because 
some illnesses, left untreated, may become too advanced 
for effective treatment. (Note that the word denial is often 
used in a way that is incorrect. For instance, someone get- 
ting very bad news, such as the sudden death of a loved one, 
may be in shock such that they cannot take in the reality of 
trauma. “Denial” in this sense works to protect them from 
being overwhelmed.) A nurse described her own prolonged 
denial of the significance of a lump in her breast: 


I thought it would go away. I thought it was any- 
thing but cancer. But I would lie awake at night 
and run my fingers over the lump and in the dark 
I would know it was growing. I would tell myself, “I 
will call the doctor in the morning.” But when morn- 
ing came I would make myself believe that the lump 
was smaller. Then it began to hurt, a little, then a 
lot. I didn’t tell anyone, including my partner. One 
morning she asked me, “What is that?” and to my 
horror, I realized that the tumor had broken through 
my skin and was oozing through my nightgown. She 
took me to the doctor. I think that my denial will 
cost me my life. Iam a nurse practitioner, and Iam 
dying of breast cancer that could have been treated. 


Irritability and Anger 

Some patients get irritable as their ability to function 
declines, and prolonged irritability may be an indication 
that the patient is depressed. Anger may be directed at 
specific people or simply be general—“mad at the world” 
Anger may also be directed toward others—spouse, 
family members, co-workers, or health care providers. 
Anger may be directed inward, and guilt feelings may 
occur for failing to prevent the illness. This is one nurse's 
experience of a patient’s anger directed at her: 


I dreaded my daily visits to Mr. Kaman. He had 
pancreatic cancer and a surgical wound that was 
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really slow to heal. It wasn't that he was mean to 
me, exactly. It was more like I didn’t exist to him, or 
that he had contempt for me. I just couldn't reach 
him, which was pretty rare in my experience. At 
first, I would try to chat with him just to draw him 
out, but he withdrew further and further. I finally 
got a response from him one day when I commented 
on a photograph on his dresser. He responded by 
lashing out at me for “meddling” and told me to 
mind my own damn business. I was stunned and 
apologized (although I didn’t know exactly what 
for). When I told Mrs. Kaman what had happened, 
she explained that the photo was of their son who 
had died in an accident a few years ago and that her 
husband had “never been the same” since. I felt like 
I at least understood a bit more about Mr. Kaman 
and felt compassion for him. 


Attempting to Gain Control 

In the stage of attempting to gain control, people may 
consult their health care provider or use over-the- 
counter medications, folk practices, or home remedies. 
They are aware that they are ill and usually experience 
some concern or even fear about the outcome. These 
fears usually stimulate treatment-seeking behavior 
as a way of gaining control over the illness, but fears 
may also lead to further denial and avoidance, such 
as the nurse with breast cancer in the earlier example. 
As in her case, family members may become involved, 
encouraging or insisting that the person to seek treat- 
ment or follow medical advice. Here is another nurse’s 
experience: 


I was admitting a patient to hospice and per rou- 
tine, I asked about medications. The patient’s oncol- 
ogist had given me a list of medications when he 
made the referral for this patient, but I wanted to 
see what else the patient was taking. I knew that 
sometimes patients took supplements. This patient 
brought out a bag, literally a paper grocery bag, full 
of supplements, vitamins, many that he had bought 
on the Internet that were not adequately labeled. I 
had no idea what he was taking and neither did he. 
When I asked him if he was concerned that some 
of these may be harmful, he laughed and said that 
he was dying anyway, so what did he have to lose? 
His husband said that he had tried to talk him out 
of taking all of these “potions,” but in the end, it was 
not his call to make. 
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Depression and Grief 
Depression is perhaps the most common mood disorder 
that occurs with illness. The ability to work is altered, 
daily activities must be modified, and the sense of 
well-being and freedom from pain may be lost. Illness 
results in many types of losses. The difficulty is figur- 
ing out the difference between grief—the normal and 
expected response to any loss, including one’s health— 
and depression, a treatable mental health condition. 
Immediately after diagnosis, patients may grieve the loss 
of their previous state of good health. As time goes on 
and functional limitations add up, persons with chronic 
illnesses may undergo cycles of depression as remissions 
and exacerbations occur. Remember that it is beyond 
the scope of practice for a nurse to diagnose a condition 
such as depression, which is a psychiatric diagnosis that 
needs treatment. A careful assessment, however, of the 
patient’s mood states may give the observant nurse an 
indication that the patient is depressed and can help get 
him or her the care that he or she needs. 

Consider Mr. Kaman’s story. How would you assess 
further to determine if he was grieving or depressed? 


Acceptance and Participation 

At this point, the patient has acknowledged the reality of 
illness and may be ready to participate in decisions about 
treatment. Active involvement and the hope attached to 
pursuing treatment usually lead to increased feelings of 
mastery of the illness. Patients with long-term chronic 
illnesses become experts in their own care and manage- 
ment of their condition. From the nurse practitioner 
with breast cancer: 


I didn’t have time to waste getting mad or angry. 
My partner was doing that for the both of us. I felt 
horribly guilty at first, but I couldn't spend time on 
‘what ifs” and wishing that I could have a do-over. 
Thad to focus on what to do next. My oncologist set 
out a plan of care based on where I am now, not 
what might have been. He has been great. I am get- 
ting radiation and chemotherapy as palliative treat- 
ment because I have some metastasis in my spine, 
and there is no point in going through surgery. I feel 
pretty well, although I am tired. I am eating well and 
getting some exercise and taking one day at a time. 


Remember that these states are described as a means 
of describing how patients work through their illness. 
Patients do not move through these states in a linear 


way, nor should they be used by the student or nurse 
to characterize a patient's particular response at any one 
time. Doing this ignores the complex changes that an 
illness brings to almost every element of a patient’s life. 
One’s response to illness is highly idiosyncratic, and it 
should be treated as such. Acute illness may be experi- 
enced in a very different way from chronic illness. 


ILLNESS BEHAVIORS 


Although illness is highly subjective and is experienced 
differently by each individual, a number of factors influ- 
ence how a particular person will respond. One import- 
ant factor is the cultural expectation about how people 
should behave when ill. Children learn the part they 
are expected to play as an ill person through model- 
ing—that is, by observing how their parents or signif- 
icant adults in their lives respond to major and minor 
illnesses. These responses can vary from stoic, uncom- 
plaining independence to very passive dependence, 
with many variations in between. Stoicism in the face 
of illness should not be confused with strength of char- 
acter—it may simply mean that the sick person is not 
comfortable sharing his or her symptoms and does not 
want to appear to be complaining. 

Each culture generally requires that certain criteria be 
met before people can qualify as “sick” Talcott Parsons 
(1964), a renowned sociologist, identified five attributes 
and expectations of the sick role that guided the view of 
illness among White Americans for decades. According 
to Parsons, the sick White American: 

Is exempt from social responsibilities 

Cannot be expected to care for himself or herself 
Should want to get well 

Should seek medical advice 

. Should cooperate with the medical experts 

In other words, Parsons’ definition of the sick role 
includes behavior that is dependent, passive, and 
submissive. For decades, Parsons’ sick role expecta- 
tions were taught in medical and nursing schools and 
guided the way health care providers viewed patients’ 
reactions to pain and illness. This view is no longer 
adequate, because different cultures have differing sick 
role expectations. Moreover, patients have become 
increasingly likely to actively engage in their health 
and health care, challenge providers, and seek infor- 
mation regarding their care from persons or sources 
that are not health care providers. 


I scat a ee 


Migration has changed the world and requires that 
nurses are educated to attain a level of cultural com- 
petence. Cultural competence is having “the attitudes, 
knowledge and skills necessary for providing quality 
care to diverse populations” (American Association of 
Colleges of Nursing, 2008). Culturally competent nurses 
are prepared to provide patient-centered care with a 
focus on the patient’s specific needs that are shaped by 
culture. Being culturally competent means that nurses 
are more likely to be attuned to the significant prob- 
lem of health disparities. Cultural competence does not 
mean, however, that nurses learn every facet in detail of 
each culture’s practices. In fact, mastering the subtleties 
of every culture is impossible. Importantly, no norma- 
tive illness response based on culture exists. Normative 
means that there is one standard by which all others are 
judged and valued. 

A cultural expectation that prevails among some 
White Americans is that sick people should want to get 
well and return to their normal activities as quickly as 
possible, which means that patients should cooperate in 
the treatment process and, to some extent, become sub- 
missive to the demands of their health care providers. 
(Recall the response of woman with SLE whose nurses 
demanded more of her than she could do.) People who 
refuse to take medications as ordered or who refuse to 
perform prescribed activities, such as adhering to an 
exercise program or therapeutic diet, are often viewed 
negatively. Their friends and family members may 
become irritated at their lack of participation in getting 
well again. Their providers may refer to them as “non- 
compliant” or “disengaged.” Often what is missing is an 
understanding of the patient’s perception of the illness. 
Illnesses and their treatments have great meaning to 
patients. One patient with HIV describes the meaning 
of taking antiretroviral medications: 


Every time I look at those pills, I am reminded 
all over again that I have HIV. Every day I am 
reminded. I feel good, and I sometimes think that 
if I just didn't have to take these pills, I wouldn't 
even think about having HIV. So now and then I 
skip a dose to take a little vacation from HIV. It’s 
not about the pills, really. It's about what they mean, 
and about what having HIV means. 


Working with patients with chronic illnesses can 
be particularly challenging for nurses. The inability to 
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cure disease sometimes leads health care providers to 
feel hopeless and powerless as they look at their very 
sick patients and to feel overwhelmed and inadequate 
at times. Self-aware nurses recognize these feelings 
and seek to address them outside of the clinical setting 
where it is safe to “vent” and work through these feelings 
(reflective practice). 

Responses to illness vary widely and are, of course, 
idiosyncratic. Each person in whom diabetes, for exam- 
ple, is newly diagnosed behaves differently from other 
people with the same condition. Both internal and 
external variables affect how an individual acts when ill 
(Box 13.3). An individual’s personality has a great deal 
of influence on the response to illness. Past experiences 
with illness and cultural background also influence ill- 
ness behaviors. 


Internal Influences on Illness Behaviors 


One’s personality is an internal variable that determines, 
to a large extent, how one manages illness. Personality 
characteristics the nurse should consider when assess- 
ing the person with an illness are dependence/indepen- 
dence, coping ability, hardiness, learned resourcefulness, 
resilience, and spirituality. 


Dependence and Independence 


Patients’ needs for dependence may be unrelated to the 
severity of their illnesses. Some patients adopt a pas- 
sive attitude and rely completely on others to take care 
of them. Others may simply ignore their illness or do 
not like the idea of being dependent; therefore they try 
to continue living as independently as they did before 
becoming sick. 


BOX 13.3 Internal and External 
Influences on IIIness Behavior 


Internal Influences External Influences 


Dependence/indepen- 
dence needs 
Coping ability 


Hardiness 
Learned resourcefulness 
Resilience 
Spirituality 


Past experiences 
Culture 

Communication patterns 
Personal space norms 
Role expectations 
Values 

Reaction to prescribed 
medications 
Ethnocentrism 
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People who perceive themselves as helpless may be 
more willing to submit to health care personnel and 
do what they are told. Those who are used to being in 
charge and see themselves as independent may resent 
the enforced dependency of hospitalization and ill- 
ness. These two different attitudes are illustrated in 
Case Study 13.1. 

Both overly dependent and overly independent 
behavior can be frustrating to nurses, who some- 
times become angry with patients who request help 
with activities they are physically capable of doing 
themselves. Patients who are too dependent require 
encouragement to assume more responsibility. Highly 
independent patients may have problems relying 
on caregivers and may inadvertently put themselves 
in danger of falls or other accidents. Independent 
patients need assistance in recognizing limitations and 
using available resources to meet his or her needs. For 
instance, Mr. Johnson in Case Study 13.1 risks a fall 
and injury by not recognizing that his recent surgery 
will require him to be temporarily more dependent 
than he is comfortable with. 


CASE STUDY 13.1 


Dependence vs. Independence 


Example 1: Dependence 

Mrs. Pierce has been in the hospital for several days af- 
ter major abdominal surgery. Even after she progressed 
to the point at which she could feed herself, turn over 
in bed, and go to the bathroom unaided, she continued 
to call for assistance with these activities of daily living. 
She now calls the nurse every few minutes, making 
some small request that she is capable of performing 
for herself. She is communicating to the nurse that she 
needs a great deal of assistance and is demonstrating 


overly dependent behavior. 


Example 2: Independence 

Three hours ago, Mr. Johnson returned to his room af- 
ter surgery. The nurse found him trying to get out of 
bed by himself. He did not call to ask for assistance and, 
although he has some pain even after being medicated, 
he says that he is used to doing things for himself and 
does not like asking the nurses for help. Mr. Johnson is 
demonstrating behavior that is too independent for his 
current physical status. 


Because nurses most often focus on promoting 
patient independence, they may react negatively to 
patients who are exhibiting dependent behavior. Keep 
in mind that these behaviors may be the patient’s way 
of signaling an increased need for security or support. 
Sometimes independence may not be the desired out- 
come. For patients with chronic illnesses who must 
rely on others for assistance in meeting their needs, too 
much independence may actually be problematic, even 
dangerous. 


Coping Ability 

An individual copes with disease or illness in a vari- 
ety of ways. Coping is a term that describes the strat- 
egies a person uses to assess and manage demands. 
With an acute illness, coping is generally short term 
and leads to a return to the pre-illness state. With 
chronic disorders, coping behaviors must be used 
continuously. 

Sick people use coping strategies to deal with the 
negative consequences of the disorder, such as pain or 
physical limitations. Each individual has a unique cop- 
ing repertoire that is formed across previous illness epi- 
sodes, modeling coping by others, and by significant 
factors in the context of his or her life over which he or 
she has little or no control, such as poverty, concurrent 
losses, tenuous employment, and unstable relationships, 
among others. Higher levels of life stresses are associ- 
ated with patients’ perceptions of severe consequences 
of illness and less control over the illness (Karademas 
et al., 2009). 


Resourcefulness 


Resourcefulness refers to the use of cognitive skills that 
one uses to adapt to the world around him, often in 
very creative ways. Throughout life, individuals acquire 
a number of skills that enable them to cope effectively 
with stressful situations. Resourceful people may have 
an attitude of self-mastery that can be particularly help- 
ful in reducing the feelings of despair and helplessness 
that can accompany the numerous stressors of chronic 
illness. Note that resource does not refer to material 
belongings but involves the ability to make the most out 
of what one has. 

Resourcefulness can be taught as a form of coping. 
Self-regulation, problem solving, conflict resolution, 
and emotion management are examples of the types of 
educational interventions the nurse may implement. 


Resilience 

Scholars studying human behavior have often noted 

that some children do well in spite of difficult circum- 

stances that are troubling for others. They attributed 

the differing reactions as a function of the personality 

trait of resilience. Resilient persons adapt successfully 

despite challenges or threats to their way of life or rou- 

tines. Resilient responses are thought to be a result of 

three factors: 

1. Disposition (ie., temperament, personality, overall 
health and appearance, and cognitive style) 

2. Family influences (e.g., warmth, support, and organi- 
zation) 

3. Outside support factors, such as a supportive net- 
work and success in school or work 

Resilience can be developed over a person’s lifetime and 

can be taught, modeled, and learned. 

The study of resilience has broadened to include 
adolescents and adults who face difficult, traumatic, or 
adverse circumstances. It has also been applied to adults 
with critical illness, battered women, survivors of sex- 
ual abuse, and others. You can expect to see much more 
about resilience as this phenomenon continues to be 
studied and better understood. The American Psycho- 
logical Association has a document called “The Road to 
Resilience” (http://www.apa.org/helpcenter/road-resil- 
ience.aspx) that may be useful to you personally as you 
work to improve your own set of coping skills as you 
enter the profession of nursing. You may have occasion 
to use the content in caring for a patient who is strug- 
gling with a serious illness. 


Spirituality 

Spirituality is commonly defined in terms of belief in a 
higher power, interconnectedness among living beings, 
and an awareness of life’s purpose and meaning. The way 
one’s spirituality manifests itself varies widely from per- 
son to person. Religion differs from spirituality in that 
religion refers to a codified way of organizing rituals and 
beliefs to create meaning. Spirituality is a larger concept 
of which religion is one of its many expressions. Spiritual- 
ity is less differentiated than religion and can include con- 
cepts and beliefs from many religions and philosophies. 
Spiritual growth occurs over the life span and is an inter- 
nal process; as such it cannot be directly observed. Spiri- 
tual growth consists of increasing awareness of meaning, 
connectedness, purpose, and values in life. 
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The role of spiritual beliefs in health and illness 
has only recently been formally investigated. A grow- 
ing number of scholars and health professionals think 
that spiritual beliefs have psychological, medical, and 
financial benefits that can be demonstrated scien- 
tifically. Questions about the effects of intercessory 
prayer (prayer by others on behalf of a sick person) 
have been debated. A scientifically rigorous, privately 
funded study of more than 1800 patients who had 
heart surgery was conducted over nearly a decade. To 
the disappointment of many, it found that interces- 
sory prayer had no effect on recovery (Carey, 2006). In 
fact, 59% of participants who knew that someone was 
praying for them had postoperative complications, as 
opposed to 51% who were uncertain about whether 
they were being prayed for. The debate will undoubt- 
edly continue. 

One of the leading proponents of the spirituality and 
healing movement in American medicine is Dr. Herbert 
Benson. He originated the “relaxation-response” therapy 
to reduce stress in patients with hypertension, chronic 
pain, and other stress-related illnesses. Many people use 
prayer as part of the relaxation response (Benson and 
Klipper, 2000). Massachusetts General Hospital, a large 
medical center associated with the Harvard School of 
Medicine, is the home of the Benson-Henry Institute 
for Mind Body Medicine. Their website (www.benson- 
henryinstitute.org) describes one of their missions as 
“helping people build personal resiliency: the ability 
to rise above or bounce back from stressful situations.” 
Furthermore, mind/body medicine incorporates the 
relaxation response, positive coping strategies, physical 
activity, good nutrition, and social support (Massachu- 
setts General Hospital Benson-Henry Institute for Mind 
Body Medicine, 2015). 

Another indication of the importance of meeting 
patients’ spiritual needs in health care settings is the 
increase in chaplain presence in some inpatient and out- 
patient settings. Chaplains are typically ordained clergy 
who have training and experience in pastoral care in 
health care settings and who have special skills in help- 
ing patients and their families with spiritual matters. 
Chaplains are usually on call around the clock, and in 
large medical centers they have a presence in the hospi- 
tal at all hours. 

The Joint Commission, the International Coun- 
cil of Nurses, the American Association of Colleges of 
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Nursing, and the National Council of State Boards of 
Nursing all acknowledge that spiritual nursing care is 
a responsibility that goes beyond calling the chaplain. 
Yet many nurses are reluctant to render spiritual nursing 
care. This reluctance may grow from feelings of inad- 
equacy, lack of knowledge, embarrassment, their own 
spiritual uncertainty, lack of preparation, lack of privacy, 
lack of time, or failure to see it as a nursing role (McE- 
wen, 2005). 

Nurses are encouraged to view spirituality as one 
aspect of the whole human person and to assess patients 
for spiritual distress. They should recognize the indi- 
viduality and value of each patient’s spiritual beliefs and 
encourage their use in coping with illness. Spiritual dis- 
tress is a NANDA International (NANDA-I) diagnosis 
meaning “impaired ability to experience and integrate 
meaning and purpose in life through connectedness 
with self, others, art, music, literature, nature, and/or 
a power greater than oneself” (Doenges et al., 2014, p. 
758). Patients who question the meaning of suffering 
and the meaning of life, who express anger at God or 
other deity, or who view illness as punishment from their 
deity are experiencing spiritual distress. Spiritual distress 
can be painful and can hinder a patient’s progress. 

Nurses with strong religious faith or deeply 
entrenched religious rituals have to pay attention to how 
they may use these beliefs with regard to spiritual care 
of their patients. As with every other domain of care, 
being nonjudgmental is key. You may have very signifi- 
cant disagreements with your patient's religious beliefs, 
but it is his or her belief, not yours, and it is not your role 
to change your patient’s view. Proselytizing by nurses 
can be very upsetting for patients and can increase their 
spiritual distress. Your role is to help your patient access 
whatever higher power he or she may believe in. This 
can be done as simply as providing the patient privacy, 
quiet, an open window shade, music, or your caring 
presence. If a patient asks you to read to him or her from 
his or her religious text, you can do this without risking 
your own faith if yours is different from your patient's. 

Sometimes patients ask nurses to pray with them 
or for them. If you are not comfortable with this, you 
can simply say, “Would you like for me to sit with you 
while you pray?” You can simply sit in silence, and, if the 
patient agrees, hold his or her hand while he or she prays 
(Fig. 13.2). If you are not someone for whom prayer 
is part of your spiritual practice, you can simply tell 


Fig. 13.2 In this illustration of a hospital scene during the Siege 
of Paris in 1870, two nuns pray for a dying man. Religion and 
nursing have intersected for centuries. (Photo used with per- 
mission from iStockphoto.) 


patients who ask you to pray for them that you will have 
good thoughts for them. If patients trust you enough to 
engage you in their spiritual practices, they have paid 
you a great compliment. In addition, it is always appro- 
priate to ask your patients if they would like for you to 
call a chaplain, rabbi, priest, or other clergy for them if 
they have deep spiritual needs that you cannot meet. 


External Influences on Illness Behaviors 


External factors that affect illness behaviors include 
past experiences and cultural group membership. Both 
directly influence how an individual perceives and 
responds to illness. The values that guide feelings about 
illness and steer a person toward particular methods of 
treatment are acquired primarily in the family of origin 
and in the culture. 


Past experiences 

Some adults may accept being ill fairly easily and will 
accept care easily. It is unclear why some people more 
than others simply are able to acquiesce to illness, at 
least temporarily, and take on the sick role. Some adults, 
however, who as children received signals from their 
parents or adult caretakers that “it is weak to be ill” or 
“one must keep going even when not feeling well” may 
have difficulty accepting illness and the restrictions that 
accompany it. Other adults who experienced traumatic 
hospitalizations as children or who were threatened 
with injections for misbehaving may see hospitals and 
nurses as threatening. They are understandably affected 
by their early negative experiences. Nurses should deter- 
mine the patient’s past experiences with illness and the 
health care system during a careful admission assess- 
ment. These findings can be used to individualize care. 


Culture 


Culture has been discussed several times throughout this 
book and chapter, because it is difficult to discuss almost 
any topic related to health care without mentioning cul- 
ture. Culture is a pattern of learned behavior and values 
that are reinforced through social interactions, shared 
by members of a particular group, and transmitted from 
one generation to the next. Culture exerts considerable 
influence over most of an individual's life experiences. 
Meanings attached to health, illness, and perceptions 
of treatment are affected to a large degree by a person's 
culture. Culture determines when one seeks help and 
the type of practitioner consulted. It also prescribes cus- 
toms of responding to the sick. Culture defines whether 
illness is seen as a punishment for misdeeds or as the 
result of inadequate personal health practices. It influ- 
ences whether one goes to an acupuncturist, an herb- 
alist, a folk healer, or a traditional health care provider 
such as physicians and nurse practitioners. 

Beginning in the early 1970s, schools of nursing 
began including cultural concepts in their curricula. 
Increasing numbers of universities and colleges offered 
graduate programs in transcultural nursing. The Trans- 
cultural Nursing Society was incorporated in 1981, 
and in 1988 it began certifying nurses in transcultural 
nursing. Through oral and written examinations and 
evaluation of educational background and working 
experiences, a qualified nurse can become a certified 
transcultural nurse (CTN). More information about this 
interesting certification can be found at https://tcns.org/ 
tcncertification/. 
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The Transcultural Nursing Society began publish- 
ing the Journal of Transcultural Nursing in 1989. In the 
decades since transcultural nursing was first empha- 
sized in educational programs, the cultural makeup of 
the U.S. population has undergone rapid change. Cen- 
sus demographers, who study population trends, predict 
that today’s ethnic and racial minorities will outnumber 
non-Hispanic Whites by 2042. Even sooner, by 2023, 
they will constitute a majority of the nation’s children 
younger than 18 years of age (Roberts, 2008). These cul- 
tural shifts mean that changes in the nursing workforce 
are needed to deal more effectively with commonalities 
and differences in patients. Significant disparities exist 
between the health status of Whites and non-Whites in 
the United States. For example, the death rate for heart 
disease is more than 40% higher in African Americans 
than in the White population. Similarly discouraging 
disparities exist in death rates for cancer and HIV/ 
acquired immunodeficiency syndrome (AIDS), among 
other diseases. Although these disparities may partly 
result from education, poverty, and lifestyle factors, 
there is a growing recognition among health profession- 
als that racism may play a role. As a result, professional 
associations such as the American Nurses Association, 
The Joint Commission, and the federal government have 
all endorsed standards for culturally appropriate health 
care services. 

The Joint Commission developed and_ revised 
accreditation standards for hospitals to incorporate 
diversity, cultural, language, and health literacy issues 
into patient care processes. In 2010 The Joint Com- 
mission published a monograph, Advancing Effective 
Communication, Cultural Competence, and Patient- and 
Family-Centered Care: A Roadmap for Hospitals, to set 
standards for quality, safety, and equity for hospitalized 
patients. This document is available at http://www.joint- 
commission.org/assets/1/6/ARoadmapforHospitals- 
finalversion727.pdf. Some states have passed legislation 
requiring health care professions to include cultural 
competence training in their educational and continu- 
ing education programs. The profession of nursing is 
largely White, whereas the nation is racially more diverse 
than ever before, which underscores the need for cultur- 
ally competent nurses. Clearly, transcultural nursing is 
an important field of study, practice, and research and 
an essential one in today’s increasingly diverse society. 
The Joint Commission and The California Endowment 
published their recommendations in a document titled 
One Size Does Not Fit All: Meeting the Health Care Needs 
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of Diverse Populations (www.jointcommission.org/as- 
sets/1/6/HLCOneSizeFinal.pdf). 

The culturally competent nurse. Cultural compe- 
tence, defined earlier, guides the nurse in understanding 
behaviors and planning appropriate approaches to patient 
needs. Conversely, culture will also guide the patient's 
response to health care providers and their interven- 
tions. The U.S. Office of Minority Health defined cultur- 
ally competent health care as “services that are respectful 
of and responsive to the health beliefs and practices and 
cultural and linguistic needs of diverse patient popula- 
tions” (U.S. Department of Health and Human Services, 
2001, p. 131), a definition still being used today. Under- 
standing a patient’s cultural background can facilitate 
communication and support establishing an effective 
nurse-patient relationship. Conversely, lack of under- 
standing can create barriers that impede nursing care. 

The shared values and beliefs in a culture enable its 
members to predict each other’s actions. They also affect 
how members react to each other’s behavior. When nurses 
work with patients from cultures different from their own 
and about which little is known, they lack these familiar 
guidelines for predicting behavior. This can cause anx- 
iety, frustration, and feelings of distrust in both patient 
and nurse. Some of the issues that can arise when nurses 
care for patients from other cultures include stereotyp- 
ing, communication difficulties, misperceptions about 
personal space, differing values and role expectations, 
ethnopharmacologic considerations, and ethnocentrism. 

Stereotyping. In an effort to predict behavior, nurses 
may stereotype or make prejudgments about patients 
from different cultures. It is important that nurses refrain 
from stereotyping members of cultures or ethnic groups 
that are different from their own. When providing nurs- 
ing care, one size does not fit all. Cultural conditioning 
is a term that means people are culture bound. They are 
unconscious of their own innate values and beliefs and 
assume that all people are basically alike—that is, that all 
people share their values and beliefs. 

It is important to recognize that the health care pro- 
fessions create cultural conditioning in their practi- 
tioners during school. Nursing is no exception. Nurses 
tend to hold their knowledge and beliefs about health in 
high regard and may devalue people who do not possess 
similar knowledge and beliefs. Individualized planning 
is always the best basis for care, whatever the patient's 
culture or ethnic group. Care that is not individualized 
can result in nonadherence to treatment plans, dissatis- 
faction with care, and suboptimal outcomes. 


Ethnocentrism. Nurses respond to sick people based 
not only on their formal education but also on their own 
socialization and culture. All persons can be unaware of 
their own biases and tend to be ethnocentric. Ethnocen- 
trism is the inclination to view one’s own cultural group 
as the standard by which to judge the value of other cul- 
tural groups. One nurse describes her embarrassment 
when a patient challenged her ethnocentric view of eat- 
ing customs: 


My patient was from India, and her family 
brought in the most delicious smelling food. When 
I went into the room, I was surprised to see them 
all eating with their fingers. I left right away and 
brought them some knives and forks. They refused 
them, nicely. I regret that I mentioned how messy 
this probably was. My patient asked me, “Do you 
use a fork when you eat?” I answered, “Of course,” 
and the patient laughed and pointed out that I had 
a good portion of salad dressing down the front 
of my scrubs. The patient and her family, on the 
other hand, were immaculate. I was a little embar- 
rassed, but I learned a good lesson. I didn’t have 
any choice except to laugh too, and apologize. 


The nurse who identifies how personal beliefs and 
expectations can influence care is better able to recognize 
and deal with any prejudices that may impede patient 
care. Cultural assessment therefore begins with self- 
assessment. To begin a cultural self-assessment, exam- 
ine your own values. The nurse who is frustrated by the 
difficulty of caring for a patient from a different culture 
may benefit from taking a few minutes to imagine what 
it would be like to be hospitalized in a foreign coun- 
try. Candidly answering the questions in Considering 
Culture Box 13.1 will help you begin the important pro- 
cess of self-assessment. 

Cultural assessment. An important step in meet- 
ing the challenge of providing nursing care to diverse 
patients is the cultural assessment. Cultural assess- 
ments are used to identify beliefs, values, and health 
practices that may help or hinder nursing interventions. 
Dr. Madeleine Leininger, an iconic figure in nursing— 
anthropologist, theorist, and founder of transcultural 
nursing—advocated that nurses routinely perform cul- 
tural assessments to determine patients’ culturally spe- 
cific needs (Leininger, 1999). 

A cultural assessment is really as simple as ask- 
ing patients their preferences, what they think or 
believe about their illness, their family structure, who 


CONSIDERING CULTURE BOX 13.1 


The Challenge of Understanding Your Own 
Cultural Beliefs—Sociocultural Self- 
Assessment 


Directions: Use your answers to these questions to bet- 
ter understand your own social and cultural beliefs and 
expectations. 

1. To what groups do | belong? What is my cultural heri- 
tage? My socioeconomic status? My age-group? My 
religious affiliation? 

. How do | describe myself? What parts of the de- 
scription come from the groups to which | belong? 

. What kinds of contact have | had with people from 
different groups? Do | assume that others have the 
same values and beliefs that | have? 

. What makes me feel proud about my group affilia- 
tions? Am | ethnocentric in my attitudes and behav- 
ior? What would | change about my group affiliations 
if | could? Why? 

. Have | ever experienced the feeling of being rejected 
by another group? Did this experience heighten my 
sensitivity to other cultures or cause me to denigrate 
others different from myself? 

. When | was growing up, what messages did | get 
from parents and friends about people from groups 
different from mine? Do these attitudes cause me 
any difficulty today? 

. What are the major stereotypes | hold about people 
from different groups? Do these biases help or hin- 
der me in developing cultural sensitivity? 

. To work effectively with people from different cultur 
al groups, what do | need to change about myself? 


providers should talk to in making a decision, and what 
the illness and its treatments mean to them (Fig. 13.3). 
Numerous cultural assessment instruments have been 
developed. Some of them require in-depth interviews 
and comprehensive data gathering, which may prove 
to be challenging for busy nurses. However, patients 
often find themselves “a stranger in a strange land” just 
by virtue of entering the health care setting with its 
own language, routines, and culture. For a patient who 
is from a country or culture that diverges greatly from 
American culture, being hospitalized poses numerous 
threats to his or her identity. A careful assessment is 
warranted, and if language is problematic, a profes- 
sional interpreter should be used (see Chapter 12). 


CHAPTER 13 Nurses, Patients, and Families 


Fig. 13.3 Nurses administering chemotherapy in an outpa- 
tient setting often see the same patients over time. A cultural 
assessment at the onset of treatment can be useful in help- 
ing the patient feel accepted and supported as she faces the 
challenges of having cancer. (Photo used with permission from 
iStockphoto.) 


Culturally competent nurses take cultural differences 
into consideration, are aware of potential “trouble spots” 
that can occur, usually interpret patient behavior accu- 
rately, and recognize problems that need to be managed. 
They realize that cultural norms must be included in the 
plan of care to prevent conflicts between nursing goals 
and patient/family goals. Planning culturally congruent 
care is the most time-effective way to achieve the desired 
goals. 

In addition, being knowledgeable about other 
cultures promotes feelings of respect and enhances 
understanding of attitudes, behaviors, and the impact 
of illness. The accompanying interview with Dr. 
Madeleine Leininger provides insights into her vast 
experience and strongly held beliefs about cultural 
competence in nursing. Becoming culturally compe- 
tent is a process. Nurses must remember that continu- 
ous learning and sensitivity to and respect for cultural 
differences are qualities required of culturally compe- 
tent nurses (Interview Box 13.1). 


THE IMPACT OF ILLNESS ON PATIENTS 
AND FAMILIES 


Across all cultures, illness forces change in patients and 
their families: behavioral and emotional changes, role 
changes, and unpredictable changes in family dynamics. 
Illness creates stress and other emotional responses. The 
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P’} INTERVIEW BOX 13.1 


Dr. Madeleine Leininger, Founder of Transcultural Nursing 


Interviewer: Dr. Leininger, please tell us what you mean 
by the term culturally competent. 

Dr. Leininger: Culturally competent care has been de- 
fined as the culturally based knowledge with a care focus 
that is used in creative, meaningful, and appropriate ways 
to provide beneficial and satisfying care to individuals, 
families, groups, or communities or to help people face 
death or disabilities. | coined this term in 1962 as the goal 
of my theory of culture care diversity and universality. The 
term has caught hold today and is being used by many 
health care providers. It is now used as a requirement 
for The Joint Commission accreditation and with other or- 
ganizations as essential to work effectively with cultures 
and their health care needs. 

Interviewer: Please describe how a culturally compe- 
tent nurse’s patient care differs from that of one who is 
not culturally competent. 

Dr. Leininger: A culturally competent nurse demon- 
strates the following attributes and skills: (1) uses 
transcultural nursing concepts, principles, and available 
research findings to assess and guide care practices; (2) 
understands and values the cultural beliefs and practices 
of designated cultures so that nursing care is tailor-made 
or fits individuals’ needs in meaningful ways; (3) knows 
how to prevent major kinds of cultural conflicts, clashes, 
or hurtful care practices; (4) demonstrates reasonable 
confidence to work effectively and knowingly with clients 
of different cultures and can also evaluate transcultural 
nursing care outcomes. 

The nurse who is unable to demonstrate these cultur- 
ally competent attributes often shows signs of being 
frustrated and impatient with people of different cultures. 
Moreover, the nurse who does not practice cultural com- 
petencies often shows signs of excessive ethnocentrism, 
biases, and related problems that impede client recovery 
and well-being. 

Interviewer: How do patients respond differently when 
nurses take their cultural patterns into consideration 
when planning and implementing care? 

Dr. Leininger: |t is most encouraging to observe and lis- 
ten to clients who have received culturally based nursing 
care. These clients often exhibit the following behaviors: 
(1) They show signs of being satisfied and very pleased 
with nurse's actions and decisions. (2) They make com- 
ments such as, “This is the best care | or my family 
members have received from health care providers.” Fre- 
quently they say, “How did you know about my values, 
my culture, and how to use these ideas in my care? You 
anticipated my needs well.” (3) They appreciate the dif- 
ferent ways the nurse incorporates their cultural needs. 


They express their gratitude to the nurse. (4) Clients ap- 
preciate respect for their culture shown by the nurse in 
care decisions and practices. (5) The clients do not expe- 
rience racial biases and negative comments about their 
cultures or familiar life-ways. 

Interviewer: With so many cultural groups in this coun- 
try, knowing all one needs to know about other cultures 
seems overwhelming. How do you advise nurses to be- 
gin the process of becoming culturally competent? 

Dr. Leininger: The nurse should first enroll in a sub- 
stantive transcultural nursing course to learn the basic 
and important concepts, principles, and practices of 
transcultural nursing. This knowledge base is essential 
so the nurse becomes aware of common cultural needs 
and ways to work with a few cultures that are different. 
A few cultures are studied in depth, focusing on com- 
mon and unique cultural features. The most frequently 
occurring cultures in the nurse’s home or local region 
are studied first, and then one learns about other cul- 
tures over time, becoming sensitive and knowledgeable 
about these cultures. The nurse can greatly increase her 
or his knowledge of several cultures or subcultures by 
reading the literature, or by studying specific cultures 
when caring for people under transcultural mentors. 
Gradually, the nurse learns several cultures in a general 
way and a few in depth. As the nurse becomes increas- 
ingly knowledgeable about several cultures, compara- 
tive knowledge and competencies become evident. 

There is no expectation that professional nurses can 
know all human cultures, as this would be impossible. An 
open learning attitude and mind with a sincere desire to 
learn as much as possible about a few cultures will help 
the nurse in becoming culturally knowledgeable, compe- 
tent, and sensitive. 

Interviewer: What signs can students look for to deter- 
mine whether their nursing programs are preparing them 
to provide culturally competent care? 

Dr. Leininger: Nursing students will find they are able to 
provide culturally competent care when (or if) the follow- 
ing signs are evident: 

e They consistently know, understand, and respect spe- 
cific cultures and appreciate commonalities and differ- 
ences among cultures. 

e They feel a sense of confidence, creativity, and com- 
petence in their nursing care practices, see how their 
care fits specific cultures, and accommodate cultural 
differences in meaningful and creative ways. 

e They go beyond common sense to actual use of cul- 
ture-specific knowledge in patient care as shown in the 
Sunrise Model (see Chapter 9, Fig. 9.2). 


Continued 
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PF INTERVIEW BOX 13.1 


Dr. Madeleine Leininger, Founder of Transcultural Nursing—cont’d 


e They creatively use the clients’ beliefs, values, and pat- 
terns along with appropriate professional knowledge 
and skills that meet clients’ needs. 

They prevent racial discrimination practices in nursing 
and in other places; they avoid cultural imposition, eth- 


nocentrism, cultural conflicts, cultural pain, and related 
negative practices. 

They value and know how to use Leininger’s Culture 
Care Theory and basic transcultural care concepts, prin- 
ciples, and research findings in their nursing practices 


Courtesy Dr. Madeleine Leininger. 


suddenness and seriousness of an illness affect responses 
to illness: sudden, severe illness is upsetting in almost all 
aspects of family life. The personality of the patient before 
illness affects how he or she may respond: a pessimistic 
person for whom the glass is always “half empty” is not 
likely to become an optimist in the face of serious illness. 
Illnesses that result in enduring lifestyle adjustments have 
serious effects on the family. Responses to illness are usu- 
ally affected by the patient’s stage of human development. 
For instance, an elderly widowed family member who has 
previously enjoyed good health may elect not to seek treat- 
ment for cancer, but a younger member with a spouse and 
children may elect aggressive treatment for the same ill- 
ness. Religious faith also plays a role in responses to illness. 

Severe illnesses that profoundly affect physical 
appearance and functioning are more likely to result in 
high levels of anxiety and extensive behavioral changes 
than are short-term, non-life-threatening illnesses. The 
impact of a chronic illness is significant and continues 
for the lifetime of the patient. When planning holistic 
nursing care, the nurse must take into consideration 
how the family both influences and is influenced by the 
illness of a family member. 


Impact of Illness on Patients 

Illness creates a variety of emotional responses, some of 
which have been described briefly earlier in this chapter. 
Among the more common responses are guilt, anger, 
anxiety, and stress. 


Guilt 


Guilt is not uncommon when a person becomes ill, 
particularly if the illness is related to behavioral choices 


to provide culturally congruent care for people’s health 
and well-being. 

They appreciate a global perspective of nursing and 
value transcultural nursing to meet a growing and 
intense multicultural world. 

They markedly grow in their professional knowledge 
and sensitivities, developing a global worldview of 
transcultural nursing. They reach out to help cultural 
strangers in different living contexts. 


such as smoking. Guilt may also be associated with the 
inability to perform usual activities because of illness. A 
mother who is unable to take care of her children or a 
father who has to take a lower-paying job because of illness 
may experience considerable guilt. Some cultures view 
certain illnesses as shameful and people who have them as 
guilty of some type of transgression. Nurses who identify 
and encourage patients to talk about their feelings of guilt 
may help assuage these uncomfortable feelings that may 
impede the patient’s ability to participate in his or her care. 


Anger 

Anger is another common emotional response to illness. 
When patients must make sacrifices to manage their ill- 
nesses, such as giving up favorite foods or activities, they 
may experience anger about the changes. Anger may also 
be directed toward caregivers for their inability to produce 
a cure, reduce pain, or prevent negative consequences of 
the illness. Nurses must be prepared to accept such angry 
feelings, to refrain from rejecting or avoiding patients 
who express their fears through anger, and to encourage 
the adaptive expression of angry feelings. Angry patients 
can be difficult to deal with, and the nurse must be very 
careful not to further incite the patient by becoming upset 
or angry too. In the example of Mr. Kaman earlier in this 
chapter, the nurse appropriately sought out some explana- 
tion from Mrs. Kaman, who was able to help her under- 
stand the source of at least some of Mr. Kaman's anger. 


Anxiety 

Anxiety is a common and universal experience. It is 
also a common emotional response to illness and hos- 
pitalization. Anxiety is an ill-defined, diffuse feeling 
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of apprehension and uncertainty. Anxiety occurs as 
a result of some threat to an individual’s selfhood, 
self-esteem, or identity. A number of threats are associ- 
ated with illness. Illness may alter the way people view 
themselves. Some illnesses result in a change in phys- 
ical appearance. Often, ability to function is affected, 
altering relationships, work performance, and abilities 
to meet others’ expectations. In addition, there may be 
concern about pain and discomfort associated with ill- 
ness or treatment. Because of real and potential threats 
and changes arising from illness, nurses must develop 
skills that enable them to help patients recognize and 
manage anxiety. 

Although the responses are similar, anxiety and fear 
are different. Fear results from specific known causes, 
whereas anxiety is more unfocused. For example, if you 
are home alone at night and you hear an unusual noise 
outside, your heartbeat and respirations may increase, 
your stomach tightens, and you perspire. The emotion 
in this situation is fear of an intruder. If you begin to 
have the same feelings but have heard no noises and 
cannot identify a source of fear, you may be experi- 
encing anxiety. Both emotions may be present at the 
same time. The patient who is in the hospital for sur- 
gery or invasive testing may experience anxiety about 
the unknown consequences of the surgery and fear in 
anticipation of pain, a long recovery, or a diagnosis of 
a life-limiting illness. 

Symptoms of anxiety. Nurses should be familiar with 
the numerous symptoms of anxiety. They are classified 
as physiologic, emotional, and cognitive. Signs and 
symptoms include increased heart rate, respirations, and 
blood pressure; insomnia; nausea and vomiting; fatigue; 
sweaty palms; and tremors. Emotional responses include 
restlessness, irritability, feelings of helplessness, crying, 
and depression. Cognitive symptoms include inability to 
concentrate, forgetfulness, inattention to surroundings, 
and preoccupation. 

Responses to anxiety. Responses to anxiety occur on 
a continuum. The continuum is along four levels of anx- 
iety: mild, moderate, severe, and panic. A mild level is 
characterized by increased alertness and ability to focus 
attention and concentrate. There is an expanded capac- 
ity for learning at this stage. 

A person with a moderate level of anxiety is able to 
concentrate on only one thing at a time. Commonly, 
there is increased body movement (restlessness), rapid 
speech, and a subjective awareness of discomfort. 


BOX 13.4 


Mild Anxiety 
e Increased alertness, increased ability to focus, improved 
concentration, expanded capacity for learning 


Levels of Anxiety 


Moderate Anxiety 

e Concentration limited to one thing, increased body 
movement, rapid speech, subjective awareness of 
discomfort 


Severe Anxiety 

e Scattered thoughts, difficulty with verbal communi- 
cation, considerable discomfort, purposeless move- 
ments 


Panic 

e Complete disorganization, difficulty differentiating 
reality from unreality, constant random movements, 
unable to function without assistance 


At the severe level, thoughts become scattered. The 
severely anxious person may not be able to communicate 
verbally, and there is considerable discomfort accompa- 
nied by purposeless movements such as hand-wringing 
and pacing. 

At the panic level, the person becomes completely 
disorganized and loses the ability to differentiate 
between reality and unreality. There are constant ran- 
dom and purposeless movements. The individual expe- 
riencing panic levels of anxiety is unable to function 
without assistance. Panic levels of anxiety cannot be 
continued indefinitely, because the body will become 
exhausted, and death may occur if the anxiety is not 
reduced. Box 13.4 lists the characteristics of each level 
of anxiety. 

Because anxiety is such a common response to illness 
and hospitalization, nurses often encounter patients 
who are experiencing mild or moderate anxiety and, 
occasionally, patients who are severely anxious. When 
interacting with an anxious patient, the nurse should 
carefully assess the level of anxiety before attempting to 
develop the plan of care. 

Anxiety tends to be transferred between persons. For 
this reason, nurses must be aware of and manage per- 
sonal anxiety so that it is not inadvertently transferred 
to patients. Conversely, self-awareness is essential to 
prevent responding to a patient’s anxiety by becoming 
anxious. 


Stress 


Stress is another internal variable that affects patients. 
Stress is both a response to illness and an important 
factor in the development of illness. Because illness and 
hospitalization involve so many alterations in lifestyle, 
they tend to cause a great deal of stress. 

Stress is an unavoidable and essential part of life. 
To survive and grow, individuals must cope adaptively 
with constantly changing demands. The stress related 
to examinations, for example, motivates most students 
to grow by studying and learning. Although stress 
is unavoidable, and even sometimes desirable, some 
control can be exerted over the number and types of 
stressors (factors that create stress) encountered, and 
responses to the stressors can often be managed. 

Hospitalized patients are removed from their usual 
routines and support systems. They lose much of their 
control because nurses and other care providers make 
decisions for them. Often, being ill means that they are 
no longer able to perform activities as they did before 
the illness occurred. Some patients find themselves in 
the role of comforting other family members rather than 
being comforted, to avoid increasing family members’ 
distress. Stress is a common response to all these cir- 
cumstances. 

Differentiating between stress and anxiety. Stress 
and anxiety have some characteristics in common. 
The physiologic responses are similar. Anxiety is a 
response to a real or perceived threat to the individ- 
ual, whereas stress is an interaction between the indi- 
vidual and the environment. Stress includes all the 
responses the body makes while striving to maintain 
equilibrium and deal with demands. 

Internal, external, and interpersonal stressors. 
Selye (1956) defined stress as the nonspecific response 
of the body to any demand made on it. He named this 
response the general adaptation syndrome and identified 
three stages through which the body progresses while 
responding to stress. 

Stressors trigger the body’s stress response. Stress- 
ors are agents or stimuli that an individual perceives 
as posing a threat to homeostasis. Stressors may come 
from external, interpersonal, or internal sources. Exter- 
nal stressors include such things as noise, heat, cold, 
malfunctioning equipment (such as an intravenous 
pump that keeps alarming), or organizational rules and 
expectations. Interpersonal sources of stress include 
the demands made by others and conflicts with others. 
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Placing unrealistic expectations on oneself is an exam- 
ple of an internal stressor. For example, a patient with a 
traumatic injury to his lower extremity begins making 
plans to take part in a race within a month. Although his 
rehabilitation advances well, he becomes discouraged 
and experiences stress because it is not at a pace that he 
would like, and it becomes clear that racing will not be 
part of his life in the near future. 

Responses to stress. Outward responses to stress are 
determined by the individual’s perception of the stressor. 
Cognitive appraisal, or the way one thinks about a spe- 
cific situation, determines the degree to which the situa- 
tion is considered stressful. Loud music at a concert, for 
example, might seem less stressful to adolescents than it 
would to their parents. 

Another factor related to the assessment of threat 
is whether the individual feels capable of handling the 
threat—that is, whether the person exhibits hardiness. 
The person who feels capable can be expected to feel less 
stress than the person who does not generally feel com- 
petent. 

Stress affects the physical, emotional, and cognitive 
areas of functioning just as anxiety does. Physically, 
there can be a feeling of fatigue with muscular tightness 
and tension. Heart rate and respirations are increased. 
The person who is under prolonged or serious stress 
may be unable to sleep or eat, or he or she may sleep or 
eat excessively in an attempt to avoid or cope with the 
stress. 

Emotionally, people under stress feel drained and 
unable to care for themselves or others. This can result in 
social isolation and distancing from others. They expe- 
rience difficulty enjoying life. They may have feelings of 
hopelessness and of being out of control. Irritability and 
impatience often occur. 

Cognitively, stress causes decreased mental capacity 
and problem-solving skills; therefore there is a tendency 
to have difficulty making decisions. Someone who is 
under a great deal of stress may be experiencing dis- 
tress—a response to environmental, physical, or cogni- 
tive stressors in which the person may find it difficult to 
function and cope. 

Stress and illness. Constant stress plays a role in the 
development of illness. Recent research has provided 
better understanding of the links between prolonged 
stress and body functioning. 

The person who is under stress for long periods is 
at risk for a number of physical problems. The body 


CHAPTER 13 Nurses, Patients, and Families 


BOX 13.5 Breathing Exercises 


. Sit comfortably with feet on the floor and eyes 
closed. 

. Inhale slowly and deeply through the nose and fill 
the lungs completely. As you breathe in, imagine 
the oxygen flowing to all your cells. Hold your breath 
while slowly counting to four. 

. Slowly release all the air while thinking the word 
calm. As you breathe out, imagine the air taking all 
the tension out with it. 

. Repeat the cycle four times. Try to banish all 
thoughts except those related to your breathing, but 
do not fight them if other thoughts creep in. 

. When you have completed the exercise, open your 
eyes slowly and sit for a moment before resuming 
your regular activities. 


produces cortisol when a person is under stress. Cor- 
tisol, a steroid hormone, can affect both the metabo- 
lism and immune response and lead to susceptibility to 
weight gain and poor healing. Disorders such as hyper- 
tension, certain skin disorders, and autoimmune disor- 
ders have been termed stress-related diseases, because 
they commonly occur in individuals who have been 
severely stressed. 

Coping with stress. Nurses have a role in helping 
patients modify their stressors. They should assess 
patients’ abilities to recognize symptoms of stress and 
their usual methods of coping. 

Coping with stress can be direct or indirect. In assist- 
ing patients to use direct coping, nurses help patients to 
identify those situations that can be changed and to take 
responsibility for changing them. The focus is on using 
problem-solving skills and planning to eliminate or avoid 
as many stressors as possible. Completely eliminating 
stress from one’s life is neither possible nor desirable. 

In helping patients use indirect coping, nurses’ 
actions are aimed at reducing the affective (feel- 
ings) and physiologic (body) disturbances result- 
ing from stress. Patients are taught techniques such 
as deep breathing, muscle relaxation, and imagery, 
which help them cope more effectively with stress 
(Boxes 13.5 and 13.6). 

To help patients manage stress, nurses must be skilled 
in assessing and managing their own personal stress. 
Nurses who are feeling stressed themselves have diffi- 
culty assisting patients in dealing with similar problems. 


BOX 13.6 Relaxation Exercises 


Get into a comfortable position in a place where you will 
not be interrupted. First focus on slow, deep breathing. 
Close your eyes and begin to think about the muscle 
sensations in your body. Identify where you are feeling 
tense. Slowly inhale as you stretch; then exhale and al- 
low the tension to flow out. 


Neck and Shoulders 

e Slowly bend your head forward and backward, then 
side to side three times. Bring your shoulders up as 
if you were trying to touch them to your ears. Slowly 
relax and feel the difference in tension. 


Arms and Hands 

e Make a tight fist in one hand, and tighten the muscles 
throughout your arm. Slowly release the muscles 
from the shoulder to the hand. Repeat with the other 
arm and hand. 


Head 

e Make a wide smile, and hold for a count of five. 
Slowly relax your face muscles and let your jaw go 
loose. Tightly close your eyes and feel the tension. 
Slowly give up the tension and allow your eyes to 
remain gently closed. 


Stomach 

e Make your abdominal muscles tight by pushing them 
out as far as possible. Make your abdomen hard 
and feel the tension. Slowly relax your muscles and 
notice the difference. 


Legs and Feet 

e Holding your leg still, curl your toes down to point to 
the floor. Do first one leg and then the other. As you 
tighten your muscles, feel the tension. Then slowly 
relax. 
Sit quietly for a few moments and feel the relaxation 
in your body before you resume your activities. 


The statements in Table 13.1 can help you identify your 
own sources of stress and develop self-awareness so that 
you can be effective in helping patients deal with their 
stress. 

Coping with stress through education. Patient edu- 
cation is a major part of the practice of nursing, and 
nurses have a professional responsibility to ensure that 
their patients’ learning needs are met. When patients 
are competent in the knowledge and skills they need to 


TABLE 13.1 Personal Stress Inventory 
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Very Often Sometimes Rarely or Never 


. | feel tense and anxious and have some nervous indigestion. 


. People at home, school, or work make me feel tense. 


. | eat, drink, or smoke in response to tension. 
. | have tension or pain in my neck or shoulders. 
. | have headaches or insomnia. 


. | have trouble turning off my thoughts long enough to feel relaxed. 
. | find it difficult to concentrate on what | am doing because | 


worry about other things. 


. | use alcohol, tranquilizers, or other medications to relax or sleep. 


. | feel a lot of pressure at work or school. 

. | do not feel that my work is appreciated. 

. My family does not appreciate what | do for them. 
. | feel | do not have enough time for myself. 

. | have difficulty saying “no.” 


. | wish | had more friends with whom to share experiences. 


. | do not have enough time for physical exercise. 


Scoring: Give yourself 2 points for every check in the Very Often column, 1 point for every check in the Sometimes column, and 
0 points for every check in the Rarely or Never column. Total the number of points. A score of 20 to 30 represents a high level of 
stress. If you scored in this range, you should take steps to reduce your stress level. A score from 10 to 19 means that you are 

experiencing midlevel stress. You should monitor your stress and begin relaxation exercises. A score of 9 or less means that you 


are experiencing relatively low stress at present. 


manage their illnesses, they tend to feel more masterful 
and less stressed. 

As a first step, nurses must identify factors that can 
create barriers to learning (Box 13.7). One factor is 
anxiety. Mild anxiety improves learning by increasing 
the ability to focus on the task. As anxiety increases, 
however, the ability to listen, focus, and concentrate 
decreases. Information is not retained, and the patient 
is unable to make the cognitive connections required for 
learning to take place. 

Physiologic factors may also impede learning. For 
instance, visual or hearing deficits must be addressed. 
Unmet physiologic needs, such as fatigue, shortness of 
breath, hunger, and thirst, decrease the patient’s atten- 
tion to learning. Pain dramatically impairs the ability 
to learn, and pain medication may make the patient 
drowsy and unable to focus. Learning requires energy 
so a fatigued patient may not learn well. Nurses who 
assess and ensure that patients’ physiologic needs are 
met enhance these patients’ readiness to learn. 

Patient teaching is an important part of the culture 
of nursing; however, culture also can influence patients’ 
responses to teaching by nurses. Understanding the 
meaning of illness in the patient’s culture is an early 


BOX 13.7 Barriers to Patient Learning 


High anxiety 

Sensory deficits (e.g., vision, hearing) 
Pain 

Fatigue 

Hunger/thirst 


Shortness of breath 

Cultural expectations 

Language barriers 

Differing health values 

Low literacy 

Lack of motivation 

Environmental factors (e.g., noise, lack of privacy) 


step that will help the nurse determine the educational 
needs of the patient and family and effectively provide 
culturally congruent patient education. When the nurse 
works toward a learning goal that is not seen as desirable 
by a patient, their cultural values may be in conflict. In 
fact, this is not really a patient goal but a reflection of the 
nurse’s ingrained cultural expectation that patients need 
or want to be taught. 
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Self-awareness on the part of the nurse is essential 
to avoid allowing cross-cultural barriers to occur. In 
all patient teaching, and especially in a cross-cultural 
situation, individualizing patient teaching is essen- 
tial. Learning appropriate greetings and phrases in 
the patient’s language and obtaining the services of an 
interpreter also show sensitivity to cultural differences. 
Always show respect for folk remedies and traditions 
valued by the patient and family and make every effort 
to incorporate them into the patient’s health care treat- 
ment plan. Nurses must recognize that low literacy 
rates are a problem among patients of all cultures. This 
may require communicating in simple language both 
orally and with printed materials that the patient can 
understand. 

Lack of motivation and readiness are often significant 
barriers to education. The patient may still be emotion- 
ally upset from an unexpected serious diagnosis and 
may not be able to focus on learning or simply may not 
be motivated to learn what the nurse believes is impor- 
tant to teach. Patients with an external locus of control, 
for example, believe that nothing they can do will make 
a difference and may not be motivated to learn about 
their own illnesses. Often nurses believe that simply 
pointing out what patients need to know is sufficient 
to motivate them. When nurses help the patients make 
their own decisions about the knowledge they need, 
teaching is usually more effective. This approach may 
require greater effort initially, but it is ultimately more 
efficient to assess patient motivation and readiness first, 
before engaging in patient teaching. 

The nurse who is preparing to teach should also assess 
and manage the environment. A setting that is private, 
comfortable, and free of distractions is beneficial to the 
learning process. Once barriers have been identified 
and removed to the extent possible, nurses must plan 
patient education using sound principles of learning and 
teaching-learning concepts. Although it goes beyond 
the scope of this text to review all the complexities of 
learning, certain basic ideas should be considered. The 
patient's prior experiences, gender, culture, cognitive 
style, and motivation are all important determinants of 
learning. The nurse-teacher’s knowledge, flexibility, cre- 
ativity, communication skills, confidence in the patient’s 
ability to learn, and ability to motivate all facilitate or 
impede learning. Boxes 13.8 and 13.9 include simple 
principles of adult learning and teaching-learning con- 
cepts that are useful in working with patients. 


BOX 13.8 Principles of Adult Learning 


e Prior experiences are resources for learning. 

e Example: lf the patient enjoys gardening, try to 
link health maintenance suggestions to preventive 
maintenance of indoor/outdoor plants. 

Readiness to learn is usually related to a social role or 

developmental task. 

e Example: New parents are usually eager to learn 
how to care for their first infants. 

Motivation to learn is greater when the material is 

seen as immediately useful. 

e Example: The same new parents are more moti- 
vated to learn care of the small infant than they are 
to learn about disciplining toddlers. 

The learning environment must be arranged to facili- 

tate learning. 

e Example: The room is quiet and kept at a comfort- 
able temperature, with adequate lighting, privacy, 
and seating. 

Physical needs are met before the teaching session. 

e Example: The patient has his or her reading glasses 
and/or hearing aid, has been given the opportunity 
to go to the bathroom, and is relatively pain free. 


Impact of Illness on Families 


Families are best understood as systems, which means 
that change in one member changes the functioning of 
the total family. The entire family system is affected by 
a member’s illness. Whether the ill family member is 
hospitalized or cared for in the home, illness drastically 
increases stress in a family and disrupts usual family 
function. 

The most important factor in how a family tolerates 
stress is the individual and group coping abilities. Fam- 
ilies already experiencing difficulties may find that their 
problems are intensified to the point of disruption when 
acute or chronic illness occurs. 

A sick family member has to give up responsibility to 
other family members. The family must continue to ful- 
fill its usual functions while dealing with the alterations 
imposed by the illness or absence of a member. Family 
members who are able to be flexible and assume differ- 
ent roles, who can share their feelings, and who seek 
assistance may adjust better to changes than those who 
are inflexible. Some persons are simply more resilient 
than others and adapt more easily in stressful situations. 

Both acute and chronic illnesses cause changes in 
family functioning and create stress. Chronic illness can 


BOX 13.9 Basics of Teaching Patients 
and Families 


Identify and remove, if possible, barriers to learning. 
Evaluate what the patient and family already know 
and what they want to know. 

When possible, frequent, short sessions work better 
than long ones. 

Goals for each session must be realistic. 

Be respectful of cultural differences, for example, in 
diet planning. 

Avoid medical jargon, acronyms such as “PRN,” and 
slang. 

The presentation should proceed from simple to 
complex concepts. 

Present complex concepts only after there is mastery 
of simpler ones. 

Patients learn best when they are actively engaged. 
Learning is enhanced when multiple senses are 
used: seeing, hearing, telling, and doing make the 
best combination. 

Practice, or frequent repetition, reinforces skill acqui- 
sition. 

Reinforce learning with return demonstrations of 
skills. 

When you give feedback, be sure to include posi- 
tives, as well as negatives. 

Written materials should be at a fourth-grade reading 
level and, if possible, in the patient’s native language 
to make reading easier for the patient. 

Evaluate patient's understanding of the information 
presented; provide time to clarify misunderstandings 
and answer questions. 

Remember to document the teaching session and 
your evaluation of the outcome. 


be particularly stressful because it is never completely 
cured. Families experience emotional highs and lows as 
the patient has remissions and exacerbations. They may 
experience resentment and other negative feelings. Fam- 
ily members may feel angry too—and often will explain 
that they are angry “at the situation” and not the person 
who is sick. Guilt often accompanies the anger of fam- 
ily members. If they cannot deal directly with feelings of 
anger, they may displace them onto nurses by becom- 
ing critical and demanding. Similarly, patients may feel 
guilty about creating hardships for loved ones. They 
may become convinced that they are no longer essential 
because others are capably taking over their roles. Family 
members sometimes withdraw from each other because 
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they fear that their negative feelings may not be under- 
stood and accepted. This mutual withdrawal leads to feel- 
ings of isolation for both patients and family members. 
Families are often confused or uncertain about how to 
treat the sick person. They may have problems accepting 
and responding appropriately to the patients’ dependency 
needs. As discussed earlier, patients may react to illness 
with either dependent or independent behaviors that 
sometimes become problematic. Nurses need to moni- 
tor whether family members foster dependence, thereby 
keeping the patient from becoming more independent. 
Here is a home health nurse’s extreme and sad example: 


I was taking care of a 45-year-old patient in her 
own home. She was morbidly obese, weighing over 
400 pounds. She had a lot of health problems. I was 
doing wound care of deep stasis ulcers on her lower 
legs. I knew it was going to be hard for them to 
heal. I did a lot of teaching with her and her elderly 
mother, who seemed to understand that her daugh- 
ters healing was going to require that she lose a lot 
of weight and eat a high-quality diet. Well, we went 
nowhere fast. No matter what I did, the ulcers got 
worse and although my patient said that she was 
trying to lose weight, she did not seem to be making 
progress. One day I came to her house earlier than 
usual and her mother was in the kitchen, cooking a 
tall stack of French toast with syrup for her daugh- 
ter. She laughed a little about “being caught in the 
act.” I realized that I was caught in the middle of 
a complex relationship where the mother enjoyed 
“taking care of” her daughter by providing her 
with food that wasn’t healthy, and that the daugh- 
ter enjoyed being taken care of. I am not sure that 
“enjoyed” is the right word, but she was very depen- 
dent on her mother. One morning a few weeks later, 
the mother found her daughter dead in her bed. It 
was just so sad. I had to come to terms with the fact 
that I was powerless to change their dynamic and 
had done the best job I could to help. 


As opposed to this tragic situation, nurses should 
also be aware that some families are uncomfortable 
with the ill person being dependent and do not allow 
the necessary “down time” for recovery. For example, if a 
man who is very much in control in a family has a heart 
attack and is in the coronary care unit, family members 
may have difficulty seeing the usually strong father in 
a helpless position. They may continue to bring family 
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problems to him. Other families may find it difficult to 
shift responsibilities back to the formerly ill member as 
he or she becomes able to resume role functions, thereby 
prolonging dependence. 

The nurse needs to recognize the anxiety in the 
family and take steps to reduce it. Talking with family 
members, explaining what is happening and what to 
expect, and teaching them how to participate in their 
family member’s care can be helpful. During hospital- 
izations, it may be helpful to allow family members to be 
present during invasive procedures such as central line 
placements and chest tube insertions. Their presence 
can comfort and support the patient and allay family 
members’ anxiety about such procedures. Some family 
members of course cannot tolerate seeing procedures 
being done or hearing expressions of discomfort or pain 
and should feel free to leave the room. As in any case, 
the patient’s safety comes first. 

Some families find that becoming active in seeking 
information, such as through the Internet, helps them 
manage their anxieties. Support groups and chat rooms 
where family members can express their concerns and 
hear from others with similar issues are also helpful. 
Nurses can help family members use these adaptive 
coping activities effectively by assisting them to find 
credible websites and evaluate the information they find 
online. The Internet, however, can make things worse. 
Here is an example from a young man’s experience of 
seeking information on the Internet about a severe birth 
defect that had been diagnosed in his expected child: 


I wrote down the word “anencephaly” on a piece of 
paper and put it in my pocket. That night after my 
wife went to bed, I got the paper out and got on the 
Internet to see what I could find out. I saw pictures 
that I couldn't have imagined and I never want to 
see again. I got really upset about what my baby 
might look like. I felt like I had to hide what I had 
seen from my wife. I wish I hadn't looked. 


Nurses must be prepared to accept the anger and 
distrust that often is directed toward care providers 
who are unable to cure disease or relieve the negative 
consequences of illness. Understanding that anger 
expressed by patients and families is not personally 
directed can enable nurses to assess patients objec- 
tively and respond to feelings expressed in a nondefen- 
sive manner. Box 13.10 summarizes common examples 
of family feelings and behaviors that nurses need to 
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BOX 13.10 Potential Reactions to Illness 
in a Family Member 


Frightened 

Resentful 

Angry 

Guilty 

Exhausted 

Feelings of uselessness 

Feelings of hopelessness 

Distrust of health care providers 
Critical and demanding behavior 
Withdrawal from the situation 
Confusion 

Denial of seriousness of patient's illness 
Promotion of dependence by patient 


recognize, acknowledge, and explore in a sensitive 
manner with the family. 

Caregiver stress is common in families of patients 
with prolonged, progressive illnesses, such as Alz- 
heimer’s disease and amyotrophic lateral sclerosis 
(ALS). Caregiver stress looks very much other stressful 
responses—anxiety symptoms, sleeplessness, fatigue, 
irritability, and so on. Many associations and support 
networks are dedicated to the care of persons with pro- 
gressive illnesses. Caregivers can often find support 
from people going through the same experience, or 
who have had the same experience in the past. Nurses 
who work with patients and families with progressive 
illnesses should be aware of which websites are useful 
and provide substantial support and information. 

Despite the numerous stresses, role strains, and adjust- 
ments necessitated by illness of a family member, many 
families find that there are also positive experiences in ill- 
ness. Finding new activities to share and working together 
to meet challenges can lead to feelings of closeness and 
affiliation that were not present before. Previously unrec- 
ognized individual strengths may be identified as new 
roles and responsibilities are assumed. New meanings for 
the entire family may emerge as values are reassessed, pri- 
orities are shifted, and roles become more flexible. 


THE IMPACT OF CAREGIVING 
ON NURSES 


Caring is the foundation of professional nursing prac- 
tice. Caring meets the essential human need for love and 
belongingness and assists nurses to provide high-quality 


nursing care. A caring attitude toward patients, their 
families, and colleagues begins with the caregiver—the 
nurse. Most nurses are not accustomed to caring for 
themselves, tending to put the needs of others before 
their own. Finding a balance between caring for others 
and self-care can be a challenging, lifelong pursuit. 


Caring for Self While Caring for Others 


Nurses can experience compassion fatigue, a condition 
in which one experiences loss of physical energy, burn- 
out, accident proneness, emotional breakdowns, apathy, 
indifference, poor judgment, and disinterest in being 
introspective (Coetzee and Klopper, 2010). Nurses often 
report that the needs of patients and families, as well as 
their own spouses and children, take priority over their 
own needs. They are left feeling stretched, overwhelmed, 
frustrated, unappreciated, and resentful. Negative feel- 
ings interfere with the ability to maintain a caring attitude 
and drain caring out of our interactions with others. One 
nurse described his episode with compassion fatigue: 


I didn't realize how tired and disinterested I had 
become about my work until one day my wife noted 
that I never talked about work anymore. Actually, 
she said that I never really talked about anything 
anymore. I had no energy, and I felt like every time 
I walked into the emergency department where I 
worked that I would scream if I saw one more drop 
of blood or heard one more patient crying. But I just 
“turned it off” and quit caring. It was a bad time in 
my career. 


Although the NANDA-I diagnosis “caregiver role 
strain” refers to family caregivers and not professional 
nurses, some of the defining characteristics of this diag- 
nosis are the same for nurses: anger, stress, lack of sleep, 
increased nervousness, frustration, lack of time to meet 
personal needs, low work productivity, gastrointestinal 
upset, impatience, difficulty performing/completing 
required tasks, lack of support, and insufficient time 
(Doenges et al., 2004, p. 139). These descriptors could 
also be applied to nurses who feel overwhelmed with 
competing demands in their work and professional lives. 

Nursing theorist Jean Watson described caring as the 
essence of nursing practice. Caregivers who are filled 
with stress and negativity cannot provide an atmo- 
sphere conducive to healing. We must learn to care for 
ourselves to truly care for others. Watson, who is men- 
tioned elsewhere in this text, is founder of the Center 
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for Human Caring in Colorado and a renowned nurse 

theorist, speaker, and author. She has identified the con- 

sequences of caring and noncaring for nurses (Watson, 

2005). The consequences of caring for nurses include the 

following: 

¢ Emotional: spiritual sense of accomplishment, satis- 
faction, purpose, and gratification 

¢ Preserved integrity, fulfillment, wholeness, and 
self-esteem 

¢ Living own philosophy 

¢ Respect for life and death 

* Reflective; increased knowledge 

¢ Love of nursing 

The consequences of noncaring for nurses include the 

following: 

¢ Hardened attitude 

¢ Oblivious to needs of patients and co-workers 

* Robotlike manner 

¢ Depression 

° Fear 

¢ Fatigue; worn-down feeling 

Watson's work also includes the consequences of caring 

and noncaring for patients. She identified the conse- 

quences of caring for patients as follows: 

¢ Emotional-spiritual: well-being, dignity, self-control, 
personhood 

¢ Physical: enhanced healing, saved lives, safety, energy, 
fewer costs, more comfort, less loss 

¢ Trust relationships; decrease in alienation, closer 
family relationships 

The consequences of noncaring for patients, according 

to Watson, include the following: 

¢ Humiliation, fear, feeling out of control, despair 

¢ Helplessness, alienation, vulnerability 

¢ Lingering bad memories 

* Decreased healing, lack of trust, detachment 

Professional nurses must stay tuned to themselves to 

avoid the consequences of noncaring for themselves 

and their patients. This is a lifelong challenge. How 

does one go about maintaining the ability to be caring? 

Diann Uustal (2009), an early proponent of work-life 

balance, recommended “creating a balanced life rather 

than merely maintaining a balancing act” (p. 7). She 

uses the analogy of the announcement heard before 

every flight departure: “Put on your own oxygen mask 

first, before assisting others who may need it” (p. 13). 

That announcement has a lot of relevance to our lives 

as professional caregivers. Just as airline passengers in 
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an emergency depressurization need oxygen before they 

can help others, nurses need to meet their own needs so 

that they will have the physical and emotional energy to 
care for others. 

Choosing to work in a setting that supports caring 
and professional nursing practice is an important strat- 
egy to reduce the stress nurses feel while at work. Hospi- 
tals are very stressful working environments for nurses 
today. Because of the nursing shortage and the expense 
involved in hiring and orienting new staff, nursing 
leaders in hospitals are focusing on retention—that 
is, keeping the nurses that they have. They realize that 
the atmosphere can help nurses cope with stress in the 
workplace, thereby enhancing retention. One example 
can be seen in the initiatives designed to create a “Caring 
Practice Environment” at Hamilton Medical Center in 
Dalton, Georgia (Wisdom, 2008): 

* Development of a caring vision, mission, and phi- 
losophy for the department of nursing, involving all 
the nurses through surveys, focus groups, and inter- 
views. 

¢ Implementation of Caring Groups, monthly meet- 
ings with trained facilitators to promote humor, 
stress reduction, conflict resolution, and focus on 
care for self and fellow nurses. 

* A caring/healing room, open 24 hours a day, where 
nurses can get massage therapy, paraffin treatments 
for hands and feet, aromatherapy, and soothing 
music. These services are available on a rotating and 
as-needed basis. 

* Incorporation of new graduate nurses into a men- 
toring program with veteran nurses to help them 
integrate both clinically and socially into the world of 
nursing and to the caring environment. 

Other activities you as an individual can do to reduce 

compassion fatigue and facilitate self-renewal include 

finding a coach or a mentor. Refer to Chapter 5 for more 
information about how to select and use a mentor. 


Magnet Recognition Program 


Another program that supports nurses is the American 
Nurses Credentialing Center’s (ANCC’s) Magnet Rec- 
ognition Program. This program formally recognizes 
health care organizations that have a proven level of 
excellence in nursing care. The Magnet program was 
developed by the ANCC “to recognize health care orga- 
nizations that provide the very best in nursing care and 
uphold the tradition of professional nursing practice” 


(ANCC, 2009). Achieving Magnet designation demon- 
strates the importance of nursing and nurses to the 
entire organization and signals the importance of qual- 
ity care and a positive practice environment for nurses. 
It recognizes the caliber of the nursing staff, which val- 
idates nurses for their hard work and elevates the self- 
esteem of the entire nursing staff. These facilities strive 
to be “nurse friendly,’ have low turnover and vacancy 
rates, and provide opportunities for professional and 
personal growth. All these factors lead to better patient 
care and greater career satisfaction. 


Developing and Maintaining a Life-Work 


Balance 

Nurses who feel chronically exhausted and irritable at 
home and at work; who worry more than usual, can- 
not seem to complete tasks, lack concentration, and/or 
are forgetful; and who have diminished self-confidence 
should be aware that these symptoms indicate a need 
for more self-care. Keeping the balance between work 
and personal responsibilities takes conscious and con- 
tinuous effort. To remain energized and fully engaged 
in your profession, however, you can learn strategies to 
help you develop and maintain a life-work balance. Just 
as nurses use treatment plans to organize how they care 
for patients, they can also identify how to create balance 
in their own lives. Taking time to be with your friends 
and colleagues outside of work is an important strategy 
to reenergize yourself and prepare for the demands at 
work (Fig. 13.4). 


Fig. 13.4 By spending time having fun outside of the hospital, 
these nurses are taking care of themselves. Self-care is crucial 
in creating a long and healthy nursing career. (Photo used with 
permission from iStockphoto.) 


Diann Uustal, in her book Caring for Yourself, Caring 
for Others: The Ultimate Balance (2009), recommended 
taking stock periodically using the guidelines listed in 
Box 13.11. Read these guidelines, and think about how 
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you can begin now to apply them in your busy life. This 
can be the beginning of a lifelong effort to maintain bal- 
ance so that you can continue to be the caring person 
you want to be in all aspects of your life. 


BOX 13.11 Create a Balanced Life Care Plan for Yourself 


Read the following ideas and reflect on their practical ap- 

plication in your life. 

e Taking personal responsibility for your health—phys- 
ically, emotionally, intellectually, socially, and spiritu- 
ally—is not easy, but it is the first step. Like it or not, 

here is no one who can do a better job of taking care 

of yourself than you. 

Start today with the changes you know are healthful. 

Make your choices one meal at a time or one day at a 

ime. Do not beat yourself up if you do not always stick 

o the care plan. 

Balance. Try to stay in balance from a holistic perspec- 

ive. What this means is different to each of us and 

different at various stages in our own lives. 

Increase your happiness quotient. Identify the things 

hat bring you happiness and joy and enhance your 

quality of life. Try to do something pleasurable or satis- 
ying each day. 

Identify and decrease the stressors in your personal 

and professional life. Develop strategies for decreasing 

he overall level of stress in your life. Some situations 

and habits can be corrected easily; others will take a 

real commitment and time to change. 

ake sure your goals and expectations are realistic. 

Unrealistic goals are self-defeating. Make sure the 

goals are measurable, manageable, and meaningful to 

you, not to please somebody else. 

Give yourself permission to relax and take some time 

or yourself each day. Learn to take “mental health 

breaks,” no matter how brief. Enjoy the time without 
hinking about what you should be doing, so you can 
return refreshed. 

Prioritize your commitments based on your values. 

ake sure you give appropriate time and attention to 
he relationships that have stability and meaning over 
ime. 

Learn to say “no” if you are pressured and overcommit- 

ed. Learn to say no without feeling guilty. Practice think- 

ing that every problem is not your sole responsibility. 


Treat yourself like you treat your best friend. Do some- 
thing special and befriend yourself. 

Be a person of encouragement—to yourself. Be affirm- 
ing to yourself. Do not criticize yourself harshly. 

Make your physical fitness a priority. Commit to a bal- 
anced fitness program that includes stretching, aerobic 
exercise, and strength exercises. Sneak exercise into 
your daily life and exercise with a friend. 

Nutrition. Eat a balanced diet, take a multivitamin, drink 
lots of water, and limit refined sugar intake. Practice 
portion control. If necessary, consult a dietitian. 

Sleep. Know how much you need and plan to get it. A 
pattern of too little sleep can injure your health. Avoid 
trying to be more productive by sleeping less. That can 
be counterproductive. 

Pay attention to your spiritual growth. Is your faith a 
first resort or a last resort when all else fails? What 
does it mean to be “spiritual”? Is being a part of a faith 
community important to you? 

Challenge yourself intellectually and develop your intel- 
lectual curiosity. Try to learn something new every day, 
no matter how small or insignificant it may seem. 

Stay connected with healthy people. Set time aside 
and plan for fun with people who can help you lighten 
up and enjoy some free time. Get out and do things you 
enjoy doing. 

Spend as little time as possible with people who affect 
you negatively. 

Make sure you get enough time alone. How much time 
alone each of us needs varies, so find out what is right 
for you. Most caregivers spend very little time alone. 
Check out your balance. 

Express your creativity through music, painting, nee- 
dlework, sports, decorating, acting, or whatever lets 
you share yourself from the inside out. 

Don't be afraid to talk with a friend or a professional 
counselor to help you clarify your direction and put you 
back in balance again. 


Reproduced from Uustal DB: Caring for yourself, caring for others: the ultimate balance, ed 2, East Greenwich, Educational Re- 


sources in Healthcare, Inc. Orthopedic nursing, 11(3), 11-15, 1992. 
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e Concept: Illness is a highly personal experience and 
reactions to illness are affected by one’s culture. 
Challenge: Culture is not always determinative of a 


members helps nurses anticipate ways in which a 
family may be affected by illness. 
e Concept: Illness causes alterations in usual family 


person's responses to illness; explaining a response 
in terms of culture only can lead to stereotyping. 

Concept: Persons with illness may progress through 

stages of disbelief and denial, irritability and anger, 

attempting to gain control, depression, and accep- 
tance and participation. 

Challenge: Stages of responses to illness are not 
encountered in a linear way. Patients will move 
back and forth between stages over time. 

Concept: Because of the stress and anxiety involved 

with illness, patients’ abilities to cope may be tested. 

Challenge: Resourcefulness and resilience are charac- 
teristics of some persons who may cope with change 
and stress well, but coping skills can be taught to 
those who are not naturally as resourceful or resilient. 

Concept: Providing holistic care means that nurses 

must consider their patients’ physical, mental, emo- 

tional, spiritual, social, cultural, and family strengths 
and challenges to personalize care. 

Challenge: Recognizing that family is a system in 
which a change in one member affects all the other 


functioning that results in emotional responses such 

as anger and guilt; old patterns such as fostering 

dependence can become very entrenched during ill- 

ness. 

Challenge: The nurse needs to assess both how the 
family is influencing the patient and how the fam- 
ily is being influenced by the member who is ill. 

Concept: An understanding of the cultural factors 

that affect behaviors associated with illness can pro- 

vide a better framework for the provision of nursing 
care that is both effective and satisfying to patients, 
families, and nurses. 

Challenge: Understanding that culture influences 
health behaviors and responses is not the same 
as understanding a particular culture. Effective 
nurses have cultural humility. 

Concept and Challenge: Creating a work-life bal- 

ance, in which caring for self has a high priority, is 

the key to sustaining a caring approach to others. 


. If you or someone close to you has been hospitalized, 
how did the nurses and family members encourage 
or discourage dependent behaviors? Independent 
behaviors? 

. Try to identify your own cultural group’s response 
to illness. What are your family’s characteristic 
responses to illness of a family member? 

. In a small group, discuss aspects of spiritual nurs- 
ing care that you have been exposed to, feel comfort- 
able using, or do not feel comfortable using. Appoint 
a group member to monitor those interventions or 


behaviors that primarily benefit the patient and those 
that primarily benefit the nurse. What stands out to you 
in terms of your response to providing spiritual care? 


. Identify the ways you show a caring attitude toward 


patients and toward yourself. Who do you treat bet- 
ter—your patients or yourself? In what ways can you 
provide better care for yourself? 


. Design a nurse-friendly work setting. What makes it 


nurse friendly? Does being nurse friendly affect the 
level of care your patients would receive? 
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LEARNING OUTCOMES 


http://evolve.elsevier.com/Black/professional. 


After studying this chapter, students will be able to: 

e Describe the four basic categories of services 
provided by the health care delivery system. 

e Describe the shared governance model, and explain 
its use in nursing. 

e Relate two major mechanisms used to maintain 
quality in health care agencies. 

e Explain how disparities in health care 
disproportionately affect minority and poor 
populations. 


TODAY'S HEALTH CARE SYSTEM 


Health care reform continues to be a hot topic in Amer- 
ican life and across the political scene. Namely, how 
health care is delivered, how it is accessed, and how it 
is paid for have become polarizing issues. The complex- 
ities and detail cause misunderstanding and confusion. 
In a manner of speaking, this debate mirrors the system 
of health care in place in the United States today. 

The term health care system as it is used in the United 
States is something of a misnomer. Rather than provid- 
ing health care, the system has traditionally provided 
illness care, focusing on treating health problems once 
they have occurred rather than encouraging wellness 
through healthy habits. The complexity of the system 
has resulted in fragmentation that is difficult to under- 
stand and navigate. Although the United States has some 
of the most up-to-date health care technologies, highly 
sophisticated procedures, and well-educated health care 


e Identify the key members of the interprofessional 
health care team, and explain what each contributes. 

e Explain the economic principles of supply and 
demand, free-market economies, and price 
sensitivity, and discuss their relevance to health care 
costs. 

e Describe current methods of payment for health 
care. 

e Discuss the possibility of universal health care as an 
outcome of health care reform. 


providers, many people do not have access to basic care 
and even fewer to care that is focused on wellness. 

In 1979 the federal government initiated the Healthy 
People program, a science-based program that every 10 
years sets forth national objectives focusing on health 
promotion and disease prevention. Every decade Healthy 
People sets new national health objectives and monitors 
the progress of these objectives, building on lessons 
learned in the previous decade. Input is sought from 
both experts and the general public through a collabora- 
tive process. The Healthy People campaign was instituted 
in the late 1990s to establish health benchmarks and 
monitor progress toward these benchmarks. The inten- 
tion was to encourage collaborations across communi- 
ties and sectors; empower persons to make informed 
health decisions; and measure the impact of prevention 
activities (www.healthypeople.gov). The main goals for 
Healthy People 2020 are shown in Fig. 14.1. The Healthy 
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Healthy People 2020 


A society in which all people live long, healthy lives 


Physical 
Environment 


i 
Social 
Environment 


Biology & 


Individual Geliotics 


Behavior 


Overarching Goals: 


e Attain high quality, longer lives 
free of preventable disease, 
disability, injury, and premature 
death. 


Achieve health equity, eliminate 
disparities, and improve the 
health of all groups. 


Create social and physical 
environments that promote 
good health for all. 


Promote quality of life, healthy 
development, and healthy 
behaviors across all life stages. 


Fig. 14.1 Healthy People 2020 Framework. (From U.S. Department of Health and Human Services, Office of 
Disease Prevention and Health Promotion, 2018. Available at www.healthypeople.gov.) 


People 2030 goals will be the fifth edition of Healthy 
People. These goals are being formulated upon a set of 
principles that include the belief that health is essential 
to a full-functioning, equitable society and that health 
and well-being for all is a shared responsibility. 

The Healthy People initiative encourages individuals, 
agencies, communities, and states to participate in its 
programs, but it does not mandate change in the health 
care system. The passage of the State Children’s Health 
Insurance Program (SCHIP) reauthorization legislation 
in 2009 and the Affordable Care Act (ACA) in 2010 
were crucial steps in addressing systemic problems in 
the health care system, particularly with regard to the 
financing of health care by improving access to health 
insurance coverage for most Americans. The ACA, also 
known as “Obamacare,’ has withstood two significant 
challenges in the U.S. Supreme Court, one in 2012 and 
the other in 2015. Most recently, in 2017, an effort by 
Senate Republicans to repeal and replace the ACA failed 
because ofa shortfall of support. Undoubtedly there will 
be challenges ahead to maintain affordable health care 
insurance coverage for Americans. 


You are likely to enter the nursing workforce with 
much of the current system still recognizable. This chap- 
ter will give you basic information about the way health 
(and illness) care in the United States is delivered and 
nursing’s role within this system; health care finance is 
also addressed. 


Major Categories of Health Care Services 
Four major categories of health services make up the 
current system: (1) health promotion and mainte- 
nance, including early detection; (2) illness prevention; 
(3) diagnosis and treatment; and (4) rehabilitation and 
long-term care. Even though these services are provided 
in a wide variety of settings, virtually all care falls into 
one of these four categories. 


Health Promotion and Maintenance 

Health promotion and maintenance services assist 
patients to remain healthy, prevent diseases and injuries, 
detect diseases early, and promote healthier lifestyles. 
These services require patients’ active participation and 
cannot be performed solely by health care providers. 
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Health promotion and maintenance services are based 
on the assumption that patients who adopt healthy 
behaviors are more likely to avoid certain illnesses such 
as heart attacks, lung cancers, and certain infections 
than those whose behaviors are not as healthy. 

An example of health promotion and maintenance 
services is prenatal classes. By adopting good nutritional 
and exercise habits, a pregnant woman may improve the 
likelihood that she will have a healthy infant born at full 
term. Other examples of health promotion and main- 
tenance include education about safe driving, alcohol 
consumption, and responsible sexual activity. 

Health promotion also includes the detection of 
warning signs indicating the presence of a disease in 
early stages. Early detection may mean minimal and less 
costly treatment and good patient outcomes. An exam- 
ple of early detection is breast self-examination and 
mammography, both aimed at detecting breast cancer 
in its early stages, thereby providing a better chance for 
successful treatment. There is significant disagreement 
among experts, however, about the necessity or wisdom 
of screening such as mammography or prostate-spe- 
cific antigen (PSA) that may result in a high number 
of false-positive results and unnecessary distress and 
treatment. Recommendations about health screen- 
ings change as we gain new knowledge from ongoing 
research studies that are conducted. It is important for 
nurses to be aware of the latest recommendations for 
health promotion and maintenance. 


IIIness Prevention 


With the increasing ability to identify risk factors, such 
as a family history of disease and genetic predispositions, 
illness prevention services are now better able to assist 
patients in reducing the impact of those risk factors on 
their health and well-being. These services require the 
patient’s active participation. 

Prevention services differ from health promotion 
services in that they address health problems after risk 
factors are identified, whereas health promotion ser- 
vices seek to prevent development of risk factors. For 
example, a health promotion program might teach the 
detrimental effects of alcohol and drugs on health to 
prevent individuals from using alcohol and drugs. IIl- 
ness prevention services are used when the patient has 
been abusing alcohol or drugs and is at risk for devel- 
oping conditions related to using these substances. The 
boundaries between health promotion and mainte- 
nance, early detection, and illness prevention are often 


BOX 14.1 Examples of Health Promotion 
and Maintenance, Early Detection, and 
lIIness Prevention Activities 


Health Promotion/Maintenance 
Health education programs (e.g., prenatal classes) 
Exercise programs 
Health fairs 
Wellness programs (worksite/school) 
Nutrition education 


Early Detection 
Mammograms 
Vision and hearing screening 
Cholesterol screening 


Periodic histories and physical examinations 
Blood glucose screening 
Osteoporosis screening 


IIIness Prevention 
Community health programs 
Promotion of healthy lifestyles to counteract risk fac- 
tors 
Occupational safety programs (e.g., use of eye pro- 
tection for work that endangers the eyes) 
Environmental safety programs (e.g., proper disposal 
of hazardous waste) 
Legislation that prevents injury or disease (e.g., seat 
belt/child restraint laws; motorcycle helmet laws). 


blurred. Box 14.1 gives examples of activities in these 
three areas. 


Diagnosis and Treatment 


Traditionally, in the U.S. health care system, heavy 
emphasis has been put on diagnosis and treatment. 
Modern technology has enabled the medical profession 
to refine methods of diagnosing illnesses and disorders 
and to treat them more effectively than in the past. Sci- 
entific advances permit many noninvasive tests and 
treatments to be performed. For instance, imaging has 
become important in diagnosing and following the size 
and location of solid tumor cancers through sophisti- 
cated combinations of positron emission tomography 
(PET) and computed tomography (CT) images. In addi- 
tion, three-dimensional (3-D) ultrasonography creates 
3-D images of various organs and structures, including 
fetal development. Another example of advanced tech- 
nology is called breast tomosynthesis, which is a special 
mammography technique that provides a 3-D picture 
that gives a clearer image and makes it easier to detect 


a breast mass. The future promises more noninvasive 
visual technologies that will aid in diagnosis and treat- 
ment. 

Minimally invasive surgery techniques have trans- 
formed surgical procedures, allowing incisions of a half- 
inch or less. This technology has reduced postoperative 
pain; reduced hospital stays from days to hours, thereby 
reducing costs; and enabled patients to return to normal 
function much more rapidly. Procedures that reduce 
postoperative pain are especially favorable because of 
the national attention on the issue of addiction and the 
sense of urgency to reduce the use of prescription opi- 
oids. 

Unfortunately, high-tech services can lead patients 
to feel dehumanized. This occurs when caregivers focus 
on machines and techniques rather than on patients. 
Even in high-tech settings, nurses must remember that 
patients benefit most when they understand their diag- 
noses and treatments and can be active participants 
in the development and implementation of their own 
treatment plans—in other words, when care is patient 
centered. 


Rehabilitation and Long-Term Care 


Rehabilitation services help restore the patient to the 
fullest possible level of function and independence after 
injury or illness. Rehabilitation programs also deal with 
conditions that leave patients with diminished function- 
ing, such as strokes or severe burns. Both patients and 
their families must be active participants in this care if it 
is to be successful. Rehabilitation services should begin 
as soon as the patient’s condition has stabilized after 
an injury or illness. These services may be provided in 
institutional settings such as hospitals, in special reha- 
bilitation facilities, in long-term care facilities such as 
nursing homes, or in the home and the community. 
The objectives of rehabilitation are to assist patients to 
achieve the highest level of functioning possible so that 
they may have the best quality of life they can. 
Rehabilitation services also include disease manage- 
ment services. Disease management services deal with 
chronic diseases, such as congestive heart failure and 
diabetes, and ongoing conditions, such as low back pain 
and hypertension, that contribute to higher health care 
costs and a reduced quality of life, particularly for aging 
populations. Disease management programs focus 
on helping participants understand and manage their 
chronic conditions more effectively through phone calls 
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or e-mails, coaching and education, symptom preven- 
tion and management, and collaboration with their pro- 
viders. These steps give providers information between 
office visits so that they can actively manage the par- 
ticipant’s condition before emergency or hospital ser- 
vices are required, thus reducing health care costs and 
improving the quality of life for their patients. 

Long-term care is provided in residential facilities 
such as assisted living, intermediate and skilled nursing 
facilities, and personal care homes. Personal care homes 
provide housing, food, and one or more personal ser- 
vices for two or more adults who are not related to the 
owner of the home. Long-term care is defined and reg- 
ulated by states. Long-term care is tailored to provide 
services that the patient or family cannot provide but 
at levels that maintain the individual’s independence 
as long as possible. The population is aging, and with 
more patients surviving serious trauma and living with 
illnesses that involve impairments in physical or men- 
tal functioning or both, long-term care facilities are 
expected to experience continuing growth. 


Classifications of Health Care Agencies 


There are many agencies involved in the total health care 
delivery system. Organizations that deliver care can be 
classified in three major ways: as governmental or vol- 
untary agencies; as not-for-profit or for-profit agencies; 
or by the level of health care services they provide. 


Governmental (Public) Agencies 


Many governmental (public) agencies contribute to the 
health and well-being of U.S. citizens. All these public 
agencies are primarily supported by taxes, administered 
by elected or appointed officials, and tailored to the 
needs of the public. 

Federal agencies. Federal agencies focus on the 
health of all U.S. citizens. They promote and conduct 
health and illness research, provide funding to train 
health care workers, and assist communities in plan- 
ning and evaluating the outcomes of health care ser- 
vices. They also develop health programs and services 
and provide financial and personnel support to staff 
them. Federal agencies establish standards of practice 
and safety for health care workers and conduct national 
health education programs on subjects such as the bene- 
fits of not smoking, the prevention of acquired immuno- 
deficiency syndrome (AIDS), and the need for prenatal 
care. Examples of federal agencies are the Centers for 
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Medicare & Medicaid Services (CMS), the National 
Institutes of Health, the U.S. Department of Health and 
Human Services, the Occupational Safety and Health 
Administration, and the Centers for Disease Control 
and Prevention (CDC). An example of a federally sup- 
ported agency that provides care at the local level is the 
Federally Qualified Health Center (FQHC). According 
to the Health Resources and Services Administration 
(HRSA, 2018), an FQHC can provide primary care, den- 
tal services, and mental health services for underserved. 
populations, such as migrant workers, the homeless, and 
residents of public housing. 

State agencies. State health agencies oversee pro- 
grams that affect the health of citizens within an indi- 
vidual state. Examples of state agencies include state 
departments of health and environment; departments 
of mental health; regulatory bodies that regulate and 
license health professionals, such as state boards of nurs- 
ing; and agencies that administer Medicaid insurance 
programs for families and individuals in poverty. These 
agencies are not typically involved in providing direct 
patient care but license and support local agencies that 
do provide direct care. 

Local agencies. Local agencies serve one commu- 
nity, one county, or a few adjacent counties. They pro- 
vide services to both paying and nonpaying citizens. 
Public health departments are examples of local gov- 
ernmental agencies found in almost every county in 
the United States. All citizens, whether or not they can 
pay, are eligible for certain health care services through 
local public health departments. These services usually 
include immunizations, prenatal care and counseling, 
well-baby and well-child clinics, sexually transmitted 
infection clinics, tuberculosis clinics, and others. Com- 
munity health nurses sometimes make home visits as 
well. 


Voluntary (Private) Agencies and Nongovernmental 
Organizations 
Citizens often voluntarily support agencies working to 
promote or restore health. When private volunteers sup- 
port an agency providing health care, it is called a vol- 
untary (private) agency. Support is generally through 
private donations, although many of these agencies 
apply for governmental grants to support some of their 
activities. 

Voluntary agencies often begin when a group of 
individuals bands together to address a health problem. 


Health Care in the United States 


Volunteers may initially perform all their services. Later 
they may obtain enough donations to hire personnel, 
staff an office, and expand services. They may be able to 
secure ongoing funding through grants or organizations 
such as the United Way. Examples of voluntary health 
agencies are the American Heart Association, the Amer- 
ican Cancer Society, the American Red Cross, and the 
March of Dimes. 

A nongovernmental organization (NGO) is an 
association of citizens that operates independently of 
the government with the goal to deliver resources or 
serve a social or political purpose. Much of the focus 
of health-related NGOs is international and involves 
the delivery of direct health care, providing drinkable 
water, mitigating endemic diseases such as malaria, and 
improving nutrition, among other highly significant 
causes. Médecins Sans Frontiéres (Doctors Without 
Borders) is a well-known NGO, as are the International 
Committee of the Red Cross, Oxfam, Project Hope, and 
Save the Children. 


Not-for-Profit or For-Profit Agencies 


The second major way to classify health service delivery 
agencies is by what is done with the income earned by 
the agency. A not-for-profit agency is one that uses prof- 
its to pay personnel, improve services, advertise services, 
provide educational programs, or otherwise contribute 
to the mission of the agency. A common misconception 
is that not-for-profit agencies do not ever make a profit. 
Actually, they may make profits, but the profits must be 
used to further the mission of the agency. Most volun- 
tary agencies, such as the ones listed previously, are also 
not-for-profit agencies, as are many hospitals. The Joint 
Commission is an independent, not-for-profit organi- 
zation that certifies health care organizations and pro- 
grams in the United States. 

For-profit agencies distribute profits earned to part- 
ners or shareholders. The growth in for-profit health care 
agencies has risen over the past several decades because 
of the potential for health care to be very profitable. 

For-profit agencies include numerous home health 
care companies that send nurses and other health 
personnel to care for patients at home. Several large 
national chains of for-profit health care providers also 
exist and have demonstrated that it is possible to provide 
quality patient care and make a profit while doing so. 
Examples include national nursing home networks, spe- 
cialty outpatient centers for ambulatory surgery, heart 


hospitals, urgent care clinics, and rehabilitation centers. 
A controversial issue related to for-profit health care 
organizations is the possibility that they might not treat 
nonpaying patients, meaning that these persons must go 
to publicly funded facilities that may be overburdened 
with patients who are unable to afford expensive health 
care. 


Level of Health Care Services Provided 


The third way in which health care services can be clas- 
sified is by the level of health care services they provide. 
These levels have traditionally been termed primary 
care, secondary care, and tertiary care. A new level—sub- 
acute care—has emerged. These four levels are discussed. 
next. 

Primary care services. Care rendered at the point 
at which a patient first enters the health care system is 
considered primary care. This care may be provided in 
student health clinics, community health centers, emer- 
gency departments, physicians’ offices, nurse practi- 
tioners’ clinics, or health clinics at worksites. The major 
goals of the primary health care system are providing 
the following: 

1. Entry into the system 

Emergency care 

Health maintenance 

Management of long-term and chronic conditions 
Treatment of temporary health problems that do not 
require hospitalization 

In addition to treating common health problems, pri- 
mary care centers are, for many citizens, where much of 
prevention and health promotion takes place. Access to 
primary care in the least costly setting is now mandated 
by third-party payers such as insurance companies, the 
government, and managed care organizations. 

Secondary care services. Secondary care involves 
the management of a condition or illness by a special- 
ist (e.g., endocrinologist, cardiologist, pulmonologist, 
oncologist) after having been referred by one’s primary 
care provider. This includes management of patients 
with suspected or new diagnoses of a complex illness; 
evaluating patients with chronic illness who may need 
treatment changes; and providing counseling or other 
therapies that are not available in primary care settings. 

Tertiary care services. Tertiary care services are those 
provided to acutely ill patients, to those requiring long- 
term care, to those needing rehabilitation services, and to 
terminally ill patients. Tertiary care usually involves many 
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health professionals working on interdisciplinary teams 
to design and implement treatment plans. Examples of 
tertiary agencies are specialized hospitals such as trauma 
centers, burn centers, and pediatric hospitals; long-term 
care facilities offering skilled nursing, intermediate care, 
and supportive care; rehabilitation centers; and hospices, 
where care is provided to the terminally ill and their 
families in the hospital, in the home, or in freestanding, 
independent hospice homes that provide a setting for ter- 
minally ill patients to die in comfort. An extension of ter- 
tiary care is even more specialized care sometimes referred 
to as quaternary care, such as at a research facility or very 
uncommon, highly specialized surgery requiring excep- 
tional levels of training and expertise, such as fetal surgery. 

Subacute care services. An additional segment of 
health care—subacute care services—emerged in the 
1990s. Subacute care is goal-oriented, comprehensive 
inpatient care designed for an individual who has had 
an acute illness, injury, or exacerbation of a disease pro- 
cess. In general, the condition of an individual receiving 
subacute care is less complex than acute care and does 
not depend heavily on high-technology monitoring or 
complex diagnostic procedures. The goal of subacute 
services is to provide lower-cost health care and create 
a seamless transition for patients moving through the 
health care system. 

Subacute care is generally more intensive than skilled 
nursing facility care and less intensive than acute inpa- 
tient care. It requires frequent patient assessment and 
review of the clinical course and treatment plan for 
a limited time ranging from several days to several 
months, until a condition is stabilized or a predeter- 
mined treatment course is completed. 

In each of the types of health care services and agen- 
cies presented in this chapter, there is an important role 
for nurses to fulfill. 


Organizational Structures within Health Care 
Agencies 


The health care delivery system in the United States 
consists of a variety of agencies such as hospitals, clin- 
ics, associations, long-term care facilities, and home 
health services that provide any of the four major types 
of health services just discussed. Although the mission, 
category, and level of health care services provided 
vary, the organizational structures within them may be 
similar. 
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BOX 14.2 Board of Directors 
Responsibilities in Health Care Organizations 


Establish mission, visions, goals, and strategic plan 
Ensure the organization's financial health 

Ensure quality patient care 

Select and evaluate the CEO 

Board self-evaluation 


From www.ache.org. 


Organizational Structure 


Organizational structure refers to how an agency is 
organized to accomplish its mission. The organizational 
structure of most agencies includes a governing body or 
board of directors, which may also be called a board of 
trustees. 

Board of directors. In the past, board members were 
often chosen from two groups: community philanthro- 
pists, who were expected to donate generously to the 
facility; and physicians, who practiced in the institution. 
Boards were large, met infrequently, and had mainly 
ceremonial functions such as “rubber stamping” execu- 
tive decisions or attending fundraising events. 

As the health care environment has become more 
complex, board members are now chosen to represent 
various business and political interests of the commu- 
nity. They are expected to bring knowledge and expertise 
from the business world, as well as to have an apprecia- 
tion and understanding of health care agencies and how 
they operate. Because nurses have particular expertise 
and perspectives about health care, they are often sought 
out to serve on boards. 

Boards now carry significant responsibility and 
accountability for the mission of the organization, the 
quality of services provided, and the financial stability of 
the organization. Boards are not involved in the day-to- 
day running of the agency, but they are legally respon- 
sible for establishing policies governing operations and 
for ensuring that the policies are executed. They delegate 
responsibility for running the agency to the chief exec- 
utive officer (CEO). Boards of directors may or may not 
be paid for their services. Box 14.2 is a list of the primary 
responsibilities of the board of directors of a health care 
organization. In Professional Profile Box 14.1, the editor 
of this text describes her role and activities as a direc- 
tor on the board of a large not-for-profit end-of-life care 
organization. 
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Chief executive officer. The chief executive officer 
(CEO) is the individual responsible for the overall daily 
operation and the strategic planning for the organiza- 
tion. He or she usually has a minimum of a master’s 
degree in business or hospital administration. Respon- 
sibilities include making sure that the institution runs 
efficiently and is cost effective and carrying out policies 
established by the board. The CEO also has an impor- 
tant external role addressing health care issues in the 
community and usually sits on the board of directors, 
as well as reports to it. In larger organizations, a chief 
operating officer (COO) often assists the CEO to make 
decisions for the daily operations and leadership of the 
organization. 

Nurses with advanced degrees and experience in 
administration, business, and health care policy increas- 
ingly occupy both CEO and COO positions. Boards, 
which are responsible for hiring CEOs, have found that 
the broad holistic education and clinical experience of 
nurses prepare them well for these positions. 

Medical staff. A medical staff consists of physicians, 
who may be either employees of the health care orga- 
nization or independent practitioners. In either case, 
they must be granted privileges by the board of directors 
to care for patients at that particular institution. They 
cannot simply decide to admit patients to an institution. 
A credentials committee, composed of members of the 
medical staff, performs the credentialing process. This 
committee is charged with the responsibility of assuring 
the board of directors that every physician admitted to 
the medical staff of that facility is a qualified and compe- 
tent practitioner and that, over time, each one keeps his 
or her skills and knowledge updated. 

In large medical centers associated with university 
schools of medicine, the medical staff may include house 
staff—that is, intern and resident physicians in their first 
years after completing medical school. Physician resi- 
dencies are 3 to 4 years and are sometimes followed by 
fellowships that provide additional training in a specific 
field such as maternal-fetal medicine, neonatology, and 
pediatric surgery. Residents and fellows provide much of 
the hour-to-hour medical care of patients hospitalized in 
these settings; attending physicians make rounds with the 
residents and fellows usually once a day. Hospitalists— 
physicians who work in inpatient settings only—are 
becoming increasingly visible members of the health 
care team, managing patient care needs when a primary 
physician is unavailable or needs consultation. Likewise, 


nurse practitioners, particularly those with acute care 
certification, are increasingly filling a role in hospitals to 
provide care for hospitalized patients around the clock. 

The medical staff, through its credentials committee, 
is also charged with the responsibility for credentialing 
providers such as advanced practice nurses, psycholo- 
gists, optometrists, podiatrists, and others who admit or 
consult with patients. 

Medical staff governance. In large organizations, 
medical staffs are usually organized by service (e.g., 
department of surgery, department of medicine, depart- 
ment of maternal-fetal medicine). The entire medical 
staff usually elects a chief of staff. The chief of staff and 
the chiefs of the various services work together with the 
CEO and other administrative representatives through 
the medical executive committee to make important 
decisions about medical policy and physician discipline 
for the institution. The rules and regulations that govern 
these activities are called bylaws. The board of directors, 
to which the physicians are responsible, must officially 
approve the credentialing and disciplinary actions of the 
medical staff. 

Service on committees and leadership positions of 
the medical staff are time-consuming activities; there- 
fore some institutions pay members of the medical 
staff a fee for special services or a stipend in recogni- 
tion that time away from seeing patients reduces their 
income. 

Nursing staff. The senior administrative nurse in 
an organization is known as the chief nurse executive 
(CNE) or chief nursing officer (CNO), vice president 
for nursing, or in smaller hospitals, director of nursing. 
Once excluded from broad institutional decision mak- 
ing, nurse executives today are often members of the 
board of directors. Progressive organizations now rec- 
ognize that the CNE and the chief of the medical staff 
are of equal importance, and this is reflected in their 
organizational charts. 

The educational preparation of CNEs typically 
requires a minimum of a master’s degree in nursing, 
business, or health administration. Some nurse execu- 
tives hold joint master of science in nursing and master 
of business administration (MSN/MBA) degrees or joint 
master of health administration and master of business 
administration (MHA/MBA) degrees. Many nurse exec- 
utives are also choosing educational preparation at the 
doctoral level with a focus on leadership, such as the 
doctor of nursing practice (DNP) degree. 
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CNEs are responsible for overseeing all the nursing 
care provided in the institution and serve as clinical 
leaders and administrators. Because of the need to coor- 
dinate patient care and outcomes among all disciplines, 
the role may also include administrative responsibil- 
ities for departments other than nursing, such as sur- 
gery, pharmacy, respiratory therapy, and social services, 
among others. 

The nursing staff consists of all the registered nurses 
(RNs), licensed practical nurses/licensed vocational 
nurses (LPNs/LVNs), unlicensed assistive personnel 
(UAP), and, in some settings, clerical and administra- 
tive assistants hired by the department of nursing. These 
staff members are usually organized according to the 
units on which they work. 

Each patient care unit has its own budget and staff, 
for which the unit manager is responsible. The manager, 
who is usually a nurse, is also a communication link 
between the staff and the next level of management. 

In large or networked organizations, there may be 
an additional level of management between the nurse 
executive and the manager of a unit. These are middle 
managers, known as clinical directors or supervisors. In 
most cases they are also nurses, but they may come from 
other clinical disciplines or from a business background. 
These directors are responsible for multiple units or for 
specific projects or programs. They ensure that nursing 
and all other services they manage are integrated with 
other hospital services. They also serve as the communi- 
cation link between the unit managers and the executive 
staff. 

Other nurses combine direct patient care responsibil- 
ities with research, education, and management respon- 
sibilities, such as nurse educators, nurse researchers, 
clinical nurse specialists, and infection control nurses. 
Nurses in these roles support direct care nurses and 
serve as expert resources to them in their areas of spe- 
cialization. Examples of other specialty areas where 
nurses serve as experts include wound and ostomy care, 
case management, intravenous (IV) therapy, and quality 
improvement. 

Nursing organization governance. In most health 
care agencies, nurses have a nursing staff organization. 
In some settings this organization serves mainly as a 
communication vehicle. In other more progressive set- 
tings, nurses govern themselves through the organiza- 
tion, much as the medical staff is expected to govern 
itself through the medical staff organization. 
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Board of Directors 


Chief Executive 
Officer 


Other 


Departments 


Medical Staff 


Chief Nursing Officer Other Departments 


Fig. 14.2 This is a simple version of an organizational chart showing lines of responsibility in a large health 


care setting. 


The concept of shared governance is founded on 
the philosophy that employees have both a right and a 
responsibility to govern their own work and time within 
a financially secure, patient-centered system. Shared 
governance promotes decentralization and participation 
at all levels of nursing. In shared governance, the role 
of the clinical nursing staff is to be responsible for the 
professional practice of their nursing unit by adhering to 
standards and benchmarks of quality care. The role of the 
nurse manager and other nurse leaders is to set expecta- 
tions, facilitate, coordinate, support, and create partner- 
ships with the staff in achieving the identified goals. The 
shared governance model promotes improved patient 
outcomes and enhanced nurse job satisfaction brought 
about by increased autonomy. Over the past several 
decades since the concept of shared governance was first 
introduced, our health care system has become more 
complex and nurses increasingly share in decisions and 
responsibilities. Experts have asserted that the time has 
come for nurses to replace the concept of shared gov- 
ernance with “professional governance” which includes 


the core attributes of accountability, professional obli- 
gation, collateral relationships, and decision making 
(Clavelle et al., 2016). In a work environment that sup- 
ports professional governance, nurses function as peers 
within the health care system and have the freedom to 
innovate and transform their practice, thereby contrib- 
uting to the profession and the community. 

Health care organizations are complex entities. The 
way they are organized may vary, but each has an orga- 
nizational chart that shows its unique structure and 
explains lines of authority. When considering employ- 
ment in a health care organization, you can learn a great 
deal by examining its organizational chart to see how 
nursing is governed and how it relates to senior man- 
agement and the board of directors. Fig. 14.2 shows an 
example of a basic health care organizational chart. 


Maintaining Quality in Health Care Agencies 

Providing and maintaining high-quality services are 
goals of health care agencies. As pressure increases to 
control costs, it becomes even more important to ensure 


that quality is not sacrificed to save money. Accredita- 
tion and quality improvement initiatives are two ways to 
foster quality care. 


Accreditation of Health Care Agencies 


Health care organizations such as hospitals, home health 
agencies, and long-term care facilities seek accreditation 
through one of two accrediting bodies approved by the 
CMS. They are The Joint Commission, a not-for-profit 
organization that serves as the nation’s predominant 
standard-setting and accrediting body in health care (The 
Joint Commission, 2018), and the Healthcare Facilities 
Accreditation Program, authorized by the CMS. The goal 
of accreditation is to improve patient outcomes. Each year, 
the Joint Commission sets national patient safety goals to 
guide hospitals’ efforts to improve patient outcomes. In 
2018 the national patient safety goals included to iden- 
tify patients correctly, to improve staff communication, 
to use medicines and alarms safely, to prevent infection, 
to identify patient safety risks, and to prevent mistakes 
in surgery (The Joint Commission, 2018). Accreditation 
is important and requires that a number of standards be 
met in every department. Considerable resources of time 
and money are spent making sure accreditation criteria, 
set by these external accrediting bodies, are met. 


Continuous Quality Improvement and Total Quality 
Management 


An additional strategy through which most organiza- 
tions choose to work internally toward improvement 
in patient outcomes is continuous quality improvement 
(CQI). 

The concept of CQI was first developed by manage- 
ment expert W. Edwards Deming in the 1940s, when 
he suggested that managers in industry should rely on 
groups of employees, which he called quality circles, as 
they made decisions about how work was to be done. In 
today’s health care systems, CQI, also called total qual- 
ity management (TQM), is one of the most important 
concepts borrowed from industry. Rather than trying to 
identify mistakes after they have occurred, these systems 
focus on establishing procedures for ensuring high-qual- 
ity patient care. Using quality improvement concepts, 
groups of employees from different departments decide 
how care will be provided. They decide what outcomes 
are desired, and they design systems and assign roles 
and activities to create those outcomes. Every effort 
is made to anticipate potential problems and prevent 
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their occurrence. Management delegates authority to 
the providers of services to plan and carry out quality 
improvement programs. Programs in CQI/TQM rein- 
force the belief that quality is everyone’s responsibility. 
The Institute for Healthcare Improvement (IHI) is a not- 
for-profit organization that exists to improve the quality 
and safety of health care worldwide. The IHI partners 
with innovative leaders around the world to discover 
new ideas for improving the health of individuals and 
population. The IHI provides many practical tools for 
teaching the concepts of quality improvement and thus 
is a valuable resource for all nurses (www.ihi.org). 
Performance improvement (PI) is another term used 
to describe organizational efforts to improve corporate 
performance. Incorporating aspects of quality manage- 
ment, PI focuses efforts on increasing individual and 
group competence and productivity. Quality can be 
compromised in the process of increasing productivity, 
a situation that is not acceptable in caring for patients. 
Nurses are actively involved in leading quality and PI and 
in accreditation processes, but these activities are not the 
responsibility of nursing alone. They are institution-wide 
initiatives, and everyone, at all levels, gets involved. Working 
together to improve patient care builds cooperation among 
departments and clinical disciplines and, when done well, 
fosters an environment of collegiality and cooperation. 


A Continuing Challenge: Health Care 
Disparities 

The phrase health care disparities refers to the differ- 
ences in access to and the quality of health care provided 
to different populations. Ethnic or racial disparities 
receive much attention among those examining health 
care delivery; however, differences also have been found 
to exist between the treatment and treatment outcomes 
of men and women, as well as younger and older peo- 
ple. Health care disparities may be due to race, ethnicity, 
gender, age, income, education, disability, sexual orien- 
tation, and rurality (Healthypeople.gov, 2018). Factors 
that influence health outcomes, such as the societal 
and economic influences that people have no power to 
control, are considered social determinants of health. 
Access to clean water, healthy food, and unpolluted air 
are examples of social determinants of health. Other 
examples include safe work places, quality education, 
and healthy relationships (Healthypeople.gov, 2018). 
The powerful influence of social determinants of health 
makes it difficult to reduce disparities despite increasing 
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CONSIDERING CULTURE BOX 14.1 


The Ongoing Challenge of Disparities in Health Care 


Office of Minority Health and Health Equity issued a report in 2013 listing key factors that influence health and lead to 
health disparity. Below are just a few of the findings from this report. For the entire report, visit www.cdc.gov/ 


Mortality 

e The rates of premature death (death before age 75 years) from stroke and coronary heart disease were higher among 
non-Hispanic Blacks than among Whites. 

e The infant mortality rate for non-Hispanic Black women was more than double that for non-Hispanic White women in 
both 2005 and 2008. 


Morbidity 

e Women, minority racial/ethnic groups (except Asian/Pacific Islanders), the less educated, those who spoke a language 
besides English at home, and those with a disability were more likely to report fair or poor self-rated health, more 
physically unhealthy days, and more mentally unhealthy days than others. 
Non-Asian racial/ethnic minorities continue to experience higher rates of human immunodeficiency virus (HIV) diag- 
noses than whites. Compared with Whites, a lower percentage of Blacks diagnosed with HIV were prescribed an 
antiretroviral therapy and a lower percentage of both Blacks and Hispanics had suppressed viral loads. 


Health Care Access and Preventive Health Services 


e During 2010, approximately two of five Hispanic adults and one of four non-Hispanic black adults were classified as 
uninsured. In 2010 the uninsured rate for adults aged 18 to 34 years was approximately double the uninsured rate for 
adults aged 45 to 64 years. 


Behavioral Risk Factors 
e Despite an 18% decrease in adolescent birth rates during 2007-2010, rates for non-Hispanic Black and Hispanic teen- 
agers remain approximately double those for non-Hispanic Whites and Asian/ Pacific Islanders. 


Environmental Hazards 

e The likelihood of working in a high-risk occupation—an occupation with an elevated injury and illness rate—is greatest 
for those who are Hispanic, are low wage earners, were born outside of the United States, have no education beyond 
high school, or are male. 


Social Determinants of Health 

e The highest percentage of adults not completing high school were Hispanic, persons at <1.9% of the federal poverty 
level, those with a disability, or foreign born. The highest percentage of adults living below the federal poverty level 
were non-Hispanic Black or Hispanic, those with less than a high school education, those with a disability, or foreign 
born. 


Modified from Office of Minority Health and Health Equity, Centers for Disease Control and Prevention. (2013): CDC Health Dis- 
parities and Health Inequalities Report, 2013 (website). Available at https:/Awww.cdc.gov/healthequity/about/index.html 


attention to their significant negative effect on large seg- 
ments of the population. 

You can read more in Considering Culture Box 14.1, 
which contains additional information about the latest 
trends in health disparities. 


The Health Care Team 


A wide array of providers deliver care across the variety 
and spectrum of health care settings presented in this 


chapter. At one time, physicians and nurses were the cen- 
tral members of the health care team, but as health care 
became complex and technology expanded, a number 
of other health disciplines developed. Today there are 
many different health care providers who come from a 
variety of educational backgrounds. Physicians, nurses, 
and all the other individuals who work with patients are 
called the health care team, or multidisciplinary team. 
Multidisciplinary refers to the presence of more than one 


discipline (e.g., nursing, medicine, social work) on the 
team working together. The team is supported in their 
work by a number of other departments, such as nutri- 
tion, environmental services, pharmacy, and laboratory 
services, among others. The decision about which of 
these various personnel should be involved in the care 
of a patient depends on the desired patient outcomes. 
You may also hear the term interprofessional used. to 
refer to different disciplines working together to offer 
specialized knowledge and skills to collaboratively care 
for patients. Professional nurses must understand and 
appreciate the education and skills of all members of the 
health care team and strive to work effectively with them. 
One approach to help nurses understand how members 
from other health care disciplines are educated is called 
interprofessional education. Interprofessional education 
involves students from a variety of disciplines, such as 
nursing, medicine, and respiratory therapy, learning 
together during their professional training. Several of 
the key members who are most likely to be involved in 
the care of patients are discussed next. 


Physicians 
Physicians are responsible for assigning medical diag- 
noses and prescribing interventions designed to restore 
patient health. Although physicians have traditionally 
been involved mainly in restorative care and treatment 
of diseases and disorders, physicians now recognize the 
value of health promotion and maintenance, as well as ill- 
ness and injury prevention. Some physicians are also inte- 
grating nontraditional or alternative treatment choices 
such as chiropractic medicine, acupuncture, herbal treat- 
ments, and massage therapy into their practices. 
Physicians have completed college and 3 or 4 years 
of medical school and are licensed by a state board of 
medical examiners. Although a hospital residency is not 
required to practice medicine in all states, most physi- 
cians have completed one, and many do postgraduate 
work in a specialty area and then take examinations to 
become board certified in the specialty area. 


Physician Assistants 


Physician assistants (PAs) have emerged in the past 30 
years as members of the health care team. According to 
the American Academy of Physician Assistants (2018), 
PAs practice medicine, including prescribing medica- 
tions, as part of a health care team with physicians and 
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other providers, working in all 50 states, the District of 
Columbia, and all U.S. territories except Puerto Rico. 

Prerequisites for entering a PA program vary, depend- 
ing on the degree offered. Virtually all programs require 
that applicants have health care experience before 
attending a PA program, which usually lasts approx- 
imately 26 months, or three academic years. Beyond 
graduation from this program, PAs must pass a national 
certifying examination and are required to be licensed 
by the state in which they practice. They are required 
to obtain continuing medical education and regularly be 
retested on their clinical skills. PAs may also choose to 
then complete a postgraduate PA program in a clinical 
specialty area. 


Unlicensed Assistive Personnel 


Unlicensed assistive personnel (UAP) are unlicensed 
workers who are key members of the nursing staff. UAP 
work under the supervision of nurses to assist with basic 
patient care. Certified nursing assistants (CNAs) are the 
most well known of UAP. Their responsibilities include 
the management of tasks such as assisting with personal 
hygiene; measuring and recording vital signs, height, 
weight, and intake and output (I&O); collecting and 
testing specimens; and reporting and recording patients 
condition and treatments. They also help patients meet 
their nutritional needs by checking and delivering food 
trays, assisting with feeding patients when necessary, 
and replenishing bedside water and ice. Additional 
duties include assisting patients with their mobility by 
turning and positioning, performing range-of-motion 
exercises, transferring patients to and from wheelchairs 
or bedside chairs, and assisting with ambulation. 

To become a UAP, specialized training may be 
required in a vocational or technical school or a com- 
munity or junior college. Individuals who become UAP 
sometimes pursue additional education to become 
LPNs/LVNs or RNs. Some other types of UAP include 
medical assistants, home health assistants, doulas (birth 
assistants), and surgical technologists. Some of these 
UAP have on-the-job training or short-term courses to 
learn a specific aspect of health care. UAP who are cer- 
tified have had more in-depth training and have taken 
a state-sponsored certification examination; certifica- 
tion is not the same as being licensed, however. In some 
states, certain UAP such as CNAs are regulated by the 
nursing practice act. 
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Licensed Practical Nurses/Licensed Vocational 
Nurses 

Licensed practical nurses/licensed vocational nurses 
(LPNs/LVNs) care for patients under the direction of 
physicians and RNs. (LPNs and LVNs are essentially the 
same—they take the same licensing examination; only 
Texas and California use the term LVN.) The supervision 
required varies by state and job setting. LPNs/LVNs pro- 
vide basic bedside care. They measure and record patients’ 
vital signs, such as height, weight, temperature, blood 
pressure, pulse, and respirations. They also prepare and 
give injections and enemas, monitor catheters, and per- 
form uncomplicated wound care. They assist with bath- 
ing, dressing, personal hygiene, moving in bed, standing, 
and walking. They might also feed patients who need help 
eating. LPNs/LVNs collect samples for testing, perform 
routine laboratory tests, and record food and fluid I&O. 
They clean and monitor medical equipment. Sometimes 
they help physicians and RNs perform tests and proce- 
dures. Some LPNs/LVNs help care for and feed infants. 

LPNs/LVNs monitor their patients and report 
adverse reactions to medications or treatments. They 
gather information from patients, including their health 
history and how they are currently feeling. They may use 
this information to complete insurance forms, preautho- 
rizations, and referrals, and they share information with 
RNs and physicians to help determine the best course of 
care for a patient. 

Most LPNs/LVNs are generalists and work in all areas 
of health care. However, some work in a specialized set- 
ting, such as nursing homes or doctors’ offices, or in 
home health care. LPNs/LVNs in nursing home facilities 
help evaluate residents’ needs, develop care plans, and 
supervise the care provided by nursing aides. In doctors’ 
offices and clinics, they may be responsible for drawing 
blood, measuring vital signs, making appointments, 
keeping records, and performing other clinical and cler- 
ical duties. LPNs/LVNs who work in home health care 
may prepare meals and teach family members simple 
nursing tasks. In some states, LPNs/LVNs are permitted 
to administer prescribed medicines, start IV fluids, and 
provide care to ventilator-dependent patients (Bureau of 
Labor Statistics, 2018). 

Training programs for LPNs/LVNs are offered in 
state-approved vocational or technical schools or com- 
munity or junior colleges. The programs usually last 1 
year. To become licensed, graduates must pass a national 
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examination, the National Council Licensure Examina- 
tion for Practical Nurses” (NCLEX-PN"), developed and 
administered by the National Council of State Boards of 
Nursing. 


Dietitians 

Many patients require management of their nutritional 
intake as part of the healing process. Others need to learn 
how to shop for and prepare food to maintain a healthy 
diet. Registered dietitians (RDs) understand how what 
one consumes, whether oral or IV, can affect a patient’s 
recovery and promote and maintain health. They focus 
on the therapeutic value of foods and on teaching people 
about appropriate diets and healthy nutrition. Dietitians 
are especially helpful in assisting patients with specific 
dietary restrictions (patients with diabetes, patients seek- 
ing help with weight management) or those who need 
extra caloric support (high-risk neonates or people with 
cancer). Dietitians have bachelor’s or higher degrees and 
may have completed internships in specialty areas, such 
as pediatrics. Only a person who is a nutritionist who 
becomes registered with the Commission on Dietetic Reg- 
istration (CDR) may call him- or herself a dietitian or RD. 
Not all nutritionists are RDs, but all RDs are nutritionists. 


Pharmacists 
Pharmacists prepare and dispense medications, instruct 
patients and other health workers about medications, 
monitor the use of controlled substances such as nar- 
cotics, and work to reduce medication errors. Pharma- 
cists require special education and training to safely and 
accurately prepare, dispense, and monitor the effects of 
complex medications on patients. Clinical pharmacists 
spend time on hospital units working closely with physi- 
cians and nursing case managers to coordinate complex 
drug administration, such as chemotherapy. They assist 
in monitoring and minimizing the drug interactions 
resulting from a patient taking multiple medications, 
and in outpatient settings they are involved in counsel- 
ing patients about their medications (Fig. 14.3). 
Pharmacists must obtain a doctor of pharmacy degree, 
also known as a PharmD, which takes 6 years to complete, 
and pass a state board of pharmacy’s licensure examina- 
tion (Bureau of Labor Statistics, 2018). Depending on 
state licensing requirements, they may also be required to 
complete an internship. Certified pharmacy technicians, 
who are certified by state licensing boards, assist them. 


Fig. 14.3 An important part of the work of pharmacists is con- 
sulting with patients about their medications. (Photo used with 
permission from iStockphoto.) 


Technologists 
Technologists are personnel who assist in the diagnosis 
of patient problems. 

Laboratory technologists handle patient speci- 
mens—such as blood, sputum, feces, urine, and body 
tissues—to be examined for abnormalities. They also 
manage blood banks (Fig. 14.4). Laboratory technolo- 
gists carefully subject these body substances to various 
tests to determine deviations from normal ranges. Tech- 
nologists have at least a bachelor’s degree and are often 
assisted by laboratory technicians, who have 2-year 
associate degrees. Technologists must pass a state licens- 
ing examination to practice. 

Radiology technologists (RTs) perform imaging 
procedures, assist physicians with procedures such 
as angioplasty, and administer therapeutic radiation. 
Although patients still need routine flat-plate radiogra- 
phy studies, technology in this field has become much 
more sophisticated. Subspecialties such as CT, magnetic 
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Fig. 14.4 Collection and safe management of blood are critical 
aspects of care in the hospital. (Photo used with permission 
from iStockphoto.) 


resonance imaging (MRI), and PET have developed. 
All these techniques allow practitioners to see what is 
occurring inside the body without surgery. They also 
require specially educated technicians who operate mul- 
timillion-dollar equipment. RTs are educated in formal 
programs lasting from 1 to 4 years. Specific require- 
ments, such as licensing and certification for working as 
an RT, vary from state to state (see www.arrt.org). 


Respiratory Therapists 

Acutely ill or injured patients often require assistance 
in breathing. Respiratory therapists operate equipment 
such as ventilators, oxygen therapy devices, and inter- 
mittent positive-pressure breathing machines. They 
also perform some diagnostic procedures, such as pul- 
monary function tests and blood gas analysis. With the 
increase in respiratory care in the home and community, 
these health care team members work closely with home 
health agencies and community health centers. Respira- 
tory therapists must complete a 2- or 4-year educational 
program and obtain state licensure; in some states they 
must complete an internship. Respiratory therapists 
take a certification exam to become a certified respira- 
tory therapist (CRT). Once credentialed as a CRT, the 
respiratory therapist can take an optional voluntary 
clinical simulation examination to earn the credential of 
registered respiratory therapist (www.aarc.org/careers/, 
2018). 


Social Workers 


The social worker is specifically educated and trained to 
assist patients and their families as they face the impact of 
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illness and injury. They serve as liaisons between hospi- 
talized patients and the resources and services available 
in the community. They help patients and their families 
deal with financial problems caused by interruption of 
work or inadequate insurance benefits; they also direct 
them to the appropriate community support systems or 
facilities for home health care, long-term care, or reha- 
bilitation. In addition to counseling patients and fam- 
ilies, social workers are called on to assist other health 
care personnel to cope more effectively with the stresses 
associated with caring for patients in crisis. Social work- 
ers hold either a bachelor’s or a master’s degree and are 
licensed. 


Therapists 


Therapists help patients with special challenges. Phys- 
ical therapists, known as physiotherapists in some 
countries, assist patients to regain maximum possible 
physical activity and strength. They focus on assessing 
preillness or preinjury function, current deficits, and 
potential for recovery. They then develop a long-term 
plan for gradual return to function through exercise, 
rest, heat, hydrotherapy, and other measures. The Com- 
mission on Accreditation in Physical Therapy Education 
(CAPTE) has mandated that attainment of the Doctor 
of Physical Therapy degree is the minimal professional 
educational qualification for physical therapists grad- 
uating from an accredited program in 2018 or after 
(www.apta.org, 2018). Physical therapists also supervise 
physical therapy assistants, who hold associate degrees. 
Occupational therapists work with physical therapists 
to develop plans to assist patients in resuming the activ- 
ities of daily living after illness or injury. They may help 
patients learn to cook, carry out their personal hygiene, 
or drive a specially equipped car. In addition, they assist 
patients to learn skills to return to their previous jobs 
or retrain patients for new employment options. The 
Accreditation Council for Occupational Therapy Educa- 
tion (ACOTE) has mandated that entry level into occu- 
pational therapy be at the doctoral level and programs 
offering the OT degree must transition to doctoral pro- 
grams by 2027 (www.aota.org, 2018). Other types of 
therapists include recreational therapists, art and music 
therapists, speech therapists, and massage therapists. 


Administrative Support Personnel 


In all organizations, administrative support staff mem- 
bers are needed for clerical jobs such as admitting 
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patients, answering phones, directing visitors, sched- 
uling patient tests, filing insurance claims, filing forms, 
paying bills, facilitating payroll, and other support func- 
tions. These activities require considerable time. Hiring 
administrative staff members frees the clinical staff to 
concentrate on direct patient care. 

The administrative staff ensures that the operations 
of the facility run smoothly and that clinicians have the 
resources necessary to meet patient needs. These staff 
members also educate the clinical staff on financial con- 
straints and work with the staff to find ways to provide 
quality care at the lowest possible cost. 

Keeping complete and accurate medical records is 
an extremely important administrative function that 
ensures proper insurance billing, eligibility for accred- 
itation, and legal protection of the hospital and its staff. 
Registered records administrators are vital members 
of the administrative staff. These professionals staff the 
medical records department. Many organizations today 
now refer to the medical records departments as “health 
information services.” 


The Nurse’s Role on the Health Care Team 


Whatever the setting, nurses fulfill a number of roles on 
the health care team. As the health care delivery system 
changes, the evolving role of the RN requires new com- 
petencies and skills in each of the following roles. 


Provider of Care 


Nurses provide direct, hands-on care to patients in all 
health care agencies and settings. As providers, they 
take an active role in illness prevention and health pro- 
motion and maintenance. They offer health screenings, 
home health services, and an array of health care ser- 
vices in schools, workplaces, churches, clinics, physi- 
cians’ offices, and other settings. They are instrumental 
in the high survival rates in trauma centers and new- 
born intensive care units, among others. Nurses with 
advanced nursing degrees are increasingly provid- 
ing care at all levels of the health care system. Their 
breadth and depth of knowledge, their ability to care 
holistically for patients, and their natural partnership 
with physicians make nurses some of the most sought 
after and trusted care providers. A major role of the 
nurse is to ensure continuity in a patient’s transition 
from inpatient to outpatient care through coordination 
of home-based services, community services, and dis- 
charge teaching. 


Educator 


As patient and family educators, nurses provide infor- 
mation about illnesses and teach about medications, 
treatments, and rehabilitation needs. They also help 
patients understand how to deal with the life changes 
necessitated by chronic illnesses and teach how to adapt 
care to the home or community setting. In the current 
health care climate, patients are being discharged from 
hospitals faster than ever before. Patients and their fami- 
lies must often manage complex treatments, such as cen- 
tral lines or feeding tubes, in the home setting. 

Nurses also act as educators in community settings. 
The major focus of the nurse in the community setting 
is health promotion and injury and illness prevention. 
Often nurses teach classes jointly with other health 
care team members. For example, a nutritionist and a 
nurse may teach a group of expectant parents the ben- 
efits of breastfeeding their infants. Nurses also have a 
responsibility to understand and teach how a healthy or 
unhealthy environment may affect both the short- and 
long-term health of the community. 

Nurses also serve as patient educators in disease manage- 
ment companies. By educating patients about their chronic 
diseases and coaching them in effective self-care behaviors, 
nurses work with the patient and the primary care provider 
to keep the patient healthier. Thus nurses as patient educa- 
tors help reduce health care utilization and cost. 

Nurses often teach other team members about the 
patient and family and why different interventions may 
have varying degrees of success. Nurses help other team 
members find cost-effective, quality interventions that 
are desired and needed by the patient rather than wast- 
ing resources on ineffective, inefficient, undesired, or 
unneeded services. Importantly, nurses also serve as 
teachers of the next generation of nurses. 

The Internet plays a significant role in health educa- 
tion today, having transformed access to and dissemina- 
tion of information for millions of Americans. Nurses 
functioning in the role of educator assist patients to 
use the Internet as an enhancement to traditional edu- 
cation by teaching them how to select reliable websites 
and evaluate the health information they find. Therefore 
nurse educators must keep up to date with technology 
advances as related to teaching patients. 


Manager 


In their daily work, all nurses are managers. The bedside 
staff nurse must manage the care of a group of patients, 
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BOX 14.3 Key Elements of the Role of 
Nurse Administrator 


e Nursing practice issues 
e Nursing autonomy 
e Accountability for nursing practice 
e Nursing control of nursing practice 
e Promotion of evidence-based practice 


Oversight of practice environment 

e Safe and healthy workplace 

e Evidence-based practice 

e Adequate numbers of competent staff 
Communication between staff and administration 
Promotion of positive working relationships 
Responsible stewardship of resources 


Data from American Nurses Association (ANA): Nursing 
administration: scope and standards of practice, ed 2, Silver 
Spring, Md, 2016, ANA, p. 11. 


prioritize how to accomplish patient care activities 
during an 8- or 12-hour period, and determine staff 
and patient assignments. Nurses are also involved in 
reviewing patient cases and coordinating services so 
that quality care can be achieved at the lowest cost. 

In addition, nurses serve in the role of managers of 
patient care units, outpatient clinics, or home health 
agencies. The effective management of nursing resources 
is essential. With budgets ranging from hundreds of 
thousands to millions of dollars, nurse managers man- 
age “businesses” larger than many small companies. 
Nurse managers must have clinical and administra- 
tive expertise, including leadership, human resources, 
finance, organizational behavior, system and program 
design, outcome research, and marketing. 

Chief nursing officers, also known as chief nurse 
executives, may manage more than 1000 employees 
and multimillion-dollar budgets. They interact with 
other top executives and community leaders, often sit- 
ting on the health care organization’s board of direc- 
tors. CNEs must ensure the quality of nursing care 
within financial, regulatory, and legislative constraints. 
As noted earlier, nurses often serve as patient care exec- 
utives, COOs, and CEOs. Key responsibilities of nurse 
administrators, both as managers and executives, are 
listed in Box 14.3. 


Researcher 


Allnurses should be involved in nursing research whether 
or not research is a nurse’ primary responsibility. 


CHAPTER 14 


According to the ANA’s Scope and Standards of Practice 
2015 (ANA, 2015), the RN integrates research findings 
into practice and engages in evidence-based _prac- 
tice. Nurse researchers investigate whether current or 
potential interventions work to achieve their expected 
outcomes, what options for care may be available, and 
how best to provide care. Nursing research is focused 
on many aspects of phenomena important to nursing, 
such as patient outcomes, the nursing process, nursing 
systems, aspects of patient care, and interventions, in 
addition to testing theory. 

Outcomes research has become an integral part of 
the health care delivery system. Insurers and regula- 
tory agencies require health care organizations to report 
outcome data related to quality of care, which requires 
research by nurses. Participation in research by all 
nurses is essential to the growth and development of 
the nursing profession. The increasing emphasis on evi- 
dence-based practice underscores the need for nurses at 
all levels to know how to evaluate and use research. 


Collaborator 


With so many health care workers involved in provid- 
ing patient care, collaboration among the professions is 
increasingly important. The collaborator role is a vital 
one for nurses to ensure that everyone agrees on the 
same goals and plan to reach the best patient outcomes. 
Interprofessional teams require collaborative practice, 
and nurses play key roles as both team members and 
team leaders. Collaboration requires that nurses under- 
stand and appreciate what other health professionals 
have to offer. Nurses must also interpret to others the 
nursing needs of patients. 

An often-overlooked collaborative function of nurses 
is collaboration with patients and families. Involving 
patients and their families in the plan of care from the 
beginning is the best way to ensure their cooperation, 
enthusiasm, and willingness to work toward the best 
patient outcomes. More in-depth information about 
collaboration can be found in Chapter 12. 


Patient Advocate 


The word advocate comes from Latin advocare, mean- 
ing “to call to one’s aid.” Some nursing experts believe 
that being a patient advocate is the most important of 
all the nursing roles. Rules and regulations designed to 
help a complex health care system run efficiently can 
sometimes get in the way of a patient's treatment, and 
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an impersonal health care system may infringe on a 
patient’s rights. This may occur when there is an unsafe 
patient load, a patient is being discharged too early, a 
treatment plan needs revision, or the patient’s wishes 
are not being followed (Trossman, 2008). Advocacy is 
an important part of patient-centered care; therefore it 
is every nurse's constant responsibility to advocate for 
patients—that is, to “call to [their] aid” when they can- 
not do this for themselves. 

Nurses who are advocating for patients must know 
how to cut through the levels of bureaucracy and red 
tape of health care organizations and stand up for the 
patient’s rights, advocating for his or her best interests at 
all times. They must value patient self-determination— 
that is, the patient’s right to autonomy and therefore 
independence in decision making. 

Nurses advocate more effectively as they mature in 
their practice. As an advocate, nurses sometimes help 
patients bend the rules when it is in the patient’s best 
interests and doing so will harm no one. The discussion 
on Benner’s Stages of Nursing Proficiency in Chapter 
5 underscores the ability of more experienced nurses 
to know when it is safe and appropriate to bend rules. 
Patient advocates are nurses who realize that policies 
are important and govern most situations well but occa- 
sionally can, and should, be stretched or even broken. 
For example, special care units may have restricted 
visiting hours. Family members may be allowed to see 
the patient for only 10 minutes each hour. If a patient's 
recovery appears to be impeded as a result of his or her 
separation from family, the nurse, as the patient's advo- 
cate, may allow them more generous visitation than the 
policy provides. 

Well-prepared nurses participate both as leaders and 
as members of the interdisciplinary team, with the best 
interests of their patients always their first priority. 


Nursing Care Delivery Models 


Before World War I, nurses usually visited the sick in 
their homes to care for them. As hospital care improved 
and nursing education evolved, more sick people were 
treated in hospitals. Providing care to groups of patients 
rather than to individuals required nurses to be efficient 
and use their time effectively. Over the years, various 
types of care delivery models were designed to meet the 
goals of efficient and effective nursing care. Organizing 
patient care today often requires the professional nurse 
to work through other care providers, such as UAP and 


BOX 14.4 Principles for Selecting a Care 
Delivery Model 


The care delivery model should do all of the following: 
Facilitate meeting the organization's goals 
Be cost effective 
Contribute to meeting patients’ outcomes 
Provide role satisfaction for nurses 
Allow implementation of the nursing process 
Provide adequate communication among all health 
care providers 
Support RNs’ responsibility for the overall direction of 
nursing care 
Be designed to give RNs the responsibility, authority, 
and accountability for planning, organizing, and evalu- 
ating nursing care 
Ensure that the skills and knowledge of each care 
provider are used for the best patient outcomes 
Ensure that communication can occur 
Ensure that the model advances professional nursing 
practice 
Provide for care that is perceived by the patient as 
a coherent whole (unity of action by a team of RNs, 
LPNs/LVNs, or others) 
Provide the work groups of RNs, LPNs/LVNs, and 
other workers the appropriate knowledge required to 
meet the nursing care needs of the patient 


From Rogers R: Adapting to the new workplace reality: max- 
imizing the role of RNs within a collaborative nursing practice 
model, Info Nurs 39(1):18-20, 2008. 


LPNs/LVNs, to achieve excellent patient outcomes. 
Delivery of high-quality patient care does not happen 
by chance. Each nurse manager, in collaboration with 
the staff, must select a care delivery model appropriate 
for the unit, the acuity of the patients, and the type and 
number of nursing staff members available. There are a 
number of principles for selecting a care delivery model. 
Box 14.4 lists 13 principles to consider when selecting a 
care delivery model. 

Four patient care delivery models—team nursing, 
primary nursing, case management nursing, and patient- 
centered care—are reviewed in this chapter. 


Team Nursing 


In response to the frustration some nurses felt when 
using a functional approach to patient care, Lambert- 
son (1953) designed team nursing. She envisioned 
nursing teams as democratic work groups with varying 
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skill levels represented by different team members. They 
were assigned as a team to a defined group of patients. 

Team nursing has been widely used in hospitals 
and long-term care facilities. The team usually consists 
of an RN, who serves as team leader; an LPN/LVN; 
and one or more UAP. The team leader, although ulti- 
mately responsible for all the care provided, delegates 
(assigns responsibility for) certain patients to each 
team member. Each member of the team provides the 
level of care for which he or she is best prepared. The 
least skilled and most inexperienced members care for 
the patients who require the least complex care, and 
the most skilled and experienced members care for 
the most seriously ill patients who require the most 
complex care. 

In team nursing the RN team leader supervises and 
coordinates all care for a particular shift, makes assess- 
ments, and documents responses to care. The LPN/ 
LVN team member provides direct care by perform- 
ing treatments and procedures and reporting patient 
responses to the team leader. The UAP provides rou- 
tine, direct personal care. Today, team nursing is still 
used, but the model is often modified. Many of the 
patient-focused care models use RNs as team leaders 
coordinating care for a group of patients and supervis- 
ing multiskilled workers who have been trained to per- 
form a variety of comfort measures such as positioning 
and technical procedures such as taking vital signs or 
drawing blood. 

Team nursing has both advantages and disadvan- 
tages; these are presented in Box 14.5. 


Primary Nursing 


Developed in the 1970s as a result of the increased acu- 
ity (severity of illness) of hospitalized patients, primary 
nursing was designed to promote the concept of an 
identified nurse for every patient during the patient’s 
stay on a particular unit. The goal of primary nursing 
is to deliver consistent, comprehensive care by identify- 
ing one nurse who is responsible, has authority, and is 
accountable for the patient’s nursing care outcomes for 
the period during which the patient is in a unit. 

In primary nursing, each newly admitted patient 
is assigned to a primary nurse. Primary nurses assess 
their patients, plan their care, and write the plan of care. 
While on duty, they care for their patients and delegate 
responsibility to associate nurses when they are off duty. 
Associate nurses may be other RNs or LPNs/LVNs. 
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BOX 14.5 Team Nursing Advantages and 
Disadvantages 


Advantages 
Potential for building team identity 
Provides comprehensive care 
Each worker's abilities used to the fullest 
Promotes job satisfaction 
Decreases nonprofessional duties of RNs 


Disadvantages 
Ongoing need for communication among team mem- 
bers requires commitment of time 
All team members must promote teamwork, or team 
nursing is unsuccessful 
Team composition varies from day to day, which can 
be confusing and disruptive and decreases continuity 
of care 
May result in blurred role boundaries, resulting in 
confusion and resentment 


Fig. 14.5 Sick infants and those born prematurely commonly 
have long stays in neonatal intensive care units, where primary 
nursing is often practiced. (Photo used with permission from 
iStockphoto.) 


Patients are divided among primary nurses in such a 
manner that each nurse is responsible for the care of a 
group of patients 24 hours a day. Unless there is a com- 
pelling reason to transfer a patient, the primary nurse 
cares for the patient in the unit from the time of admis- 
sion to the time of discharge. The primary nurse may be 
assisted by other care providers (such as other nurses, 
aides, and technicians) but retains accountability, or 
responsibility, for care outcomes 24 hours a day while 
the patient is in the unit. The primary nurse commu- 
nicates effectively with associate nurses caring for the 


patient on other shifts and with primary nurses in other 
units if the patient is transferred (e.g., to the operating 
room or intensive care unit). Fig. 14.5 shows a nurse 
caring for an infant in the neonatal intensive care unit, 
where the complex care and the prolonged hospital stays 
of their tiny patients is amenable to primary nursing. 
Primary nursing is used in a variety of settings and is 
often modified from its original form. Advantages and 
disadvantages of primary nursing are listed in Box 14.6. 


Case Management Nursing 


A more recent evolution in nursing care delivery is case 
management nursing. Begun in the late 1980s as an 
attempt to improve the cost effectiveness of patient care, 
case management allows the nurse to oversee patient 
care and manage the delivery of services from all health 
care disciplines throughout a patient’s illness. Nurs- 
ing case management keeps costs down by striving to 
achieve predetermined daily patient outcomes within a 
specified period for patients within the same diagnostic 
group—for example, patients having total knee replace- 
ment. The desired daily outcomes are outlined in a plan 
of care called a care map or critical path. You may also 
hear these referred to as clinical care plans or tracks. 

Two models of case management nursing have 
evolved over time. These are characterized by either 
an “internal” focus, in which the case manager works 
within a treatment facility, or an “external” approach, 
in which the case manager oversees patients and the 
delivery of services over the continuum of an illness 
or chronic disease, whether patients are in a treatment 
facility or at home. Although different in scope, these 
two models share the same principles of efficiency and 
cost effectiveness. 

In the internal model of case management, nurs- 
ing case managers serve as primary nurses for patients 
in an identified diagnostic group, such as spinal cord 
injury. They not only care for these patients while on 
their assigned units but also manage the plans of care 
from admission to discharge, crossing interdepartmen- 
tal lines. Although nursing case managers do not phys- 
ically provide care to the patient group on units other 
than their own, they actively collaborate with primary 
nurses assigned to the patients in those units. In this 
nursing model, critical paths are used for all patients. 
A critical path is an interdisciplinary agreement show- 
ing who will provide care in a given time frame to 
achieve agreed-on outcomes. The use of critical paths is 
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BOX 14.6 Primary Nursing Advantages and Disadvantages 


Advantages 
High patient and family satisfaction 
Promotes RN responsibility, authority, autonomy, and 
accountability 
Nurse can care for entire patient—physically, emotion- 
ally, socially, and spiritually 
Patient knows nurse well, and nurse knows patient 
well 
Promotes patient-centered decision making 
Increases coordination and continuity of care 
Promotes professionalism 
Promotes job satisfaction and sense of accomplish- 
ment for nurses 


Disadvantages 

e Difficult to hire all RN staff 

e Expensive to pay all RN staff 

e Nurses are not familiar with other patients, making It 
difficult to “cover” for one another 
May create conflicts between primary and associate 
nurses 
Stress of around-the-clock responsibility 
Heavy responsibility, especially for new nurses 


BOX 14.7 Case Management Nursing Advantages and Disadvantages 


Advantages 
Promotes interdisciplinary collaboration 
Increases quality of care 
Is cost effective 
Eases patient's transition from hospital to community 
services 
Nurse has increased responsibility 


intended to standardize patient care and allow hospitals 
to plan staffing levels, lengths of stay, and other factors 
that heretofore could not be anticipated. Patients whose 
progress varies from the path are quickly identified. 
Once the causes for the variation are identified, team 
members attempt to plan solutions to reduce variances 
and get the patient back on track. The goal is to treat 
each patient by using best practices to reduce the length 
of stay, thereby reducing costs. 

In the external model of case management, nurse 
case managers are part of a large network consisting of, 
for example, hospitals, clinics, home health agencies, 
and long-term care settings. They may provide services 
anywhere in the system, as well as when the patient 
is at home. They partner with patients and their fam- 
ilies to achieve the goal of preventing hospitalizations, 
thereby reducing costs and minimizing disruptions to 
the patient’s life and family. Nurse case managers play 
an important role in assuring safe transitions of care as 
patients move through the health care system from hos- 
pital to home. 


Disadvantages 

e Requires additional training 

e Requires nurses to be off the unit for periods of time 

e Is time consuming 

e Is most useful only with high-risk patients and high- 
cost/high-volume conditions 


As can be seen from the type of activities in which 
they engage, case managers perform complex and 
challenging work. Nurses generally need about 5 years 
of clinical experience to fill this role effectively. Social 
workers, psychologists, rehabilitation counselors, or 
other professionals may also serve as case managers. All 
case managers, regardless of their discipline, work to 
reduce the cost of providing services through coordina- 
tion of providers across the continuum of care. Advan- 
tages and disadvantages of case management nursing 
are shown in Box 14.7. 


Patient-Centered Care 


Patient-centered care is a contemporary care delivery 
model implemented by a multidisciplinary team of 
health professionals. This model of care is based on the 
patient's right to individualized care that takes his or her 
values and beliefs into consideration when planning and 
providing care. Nurses and other providers must be flex- 
ible, respect the patient’s beliefs and wishes, and negoti- 
ate with the patient to meet patient expectations. 
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BOX 14.8 Patient-Centered Care 
Advantages and Disadvantages 


Advantages 
Expedites care 
Promotes patient convenience 
Capitalizes on professional competence of team 
members 
Emphasizes continuum of care and reduces fragmen- 
tation of care 
Uses resources efficiently 
Fosters teamwork, collaboration, and communication 


Disadvantages 
Requires “right staff at right time” to meet patient 
needs 
Difficult to explain; uses several models of care deliv- 
ery 
Expensive, requires a high percentage of RNs with 
both clinical and management skills 


Modified from Shirey MR: Nursing practice models for acute 
and critical care: overview of care delivery models, Crit Care 
Nurs Clin North Am 20:365-373, 2008. 


Patient-centered care is more an attitude than a par- 
ticular model of care, and traditional models, alone or 
in combination, may be used. The attitude of caregivers 
is that patients’ needs have priority over the institution's 
needs. The model was pioneered by the Planetree Institute 
in 1978 after its founder experienced several “dehumaniz- 
ing” hospitalizations. Patient-centered care brings together 
traditional and nontraditional components of care that 
work toward optimizing the healing environment. Such 
components as the architectural design of the facilities; 
educational programs for patients and families; emphasis 
on beauty, gardens, art, food, and nutrition; availability of 
complementary therapies such as massage and aromather- 
apy; emphasis on spirituality; and community interaction 
are the hallmarks of patient-centered care. These compo- 
nents are integrated with best medical practices to form 
a coherent continuum of care characterized by teamwork, 
communication, and collaboration among professionals 
and with patients and families. Advantages and disadvan- 
tages of patient-centered care are shown in Box 14.8. 


FINANCING HEALTH CARE 


The health care system in the United States is characterized 
by high costs and a large number of uninsured citizens, 


although those numbers have decreased substantially 
since the individual mandate provision of the ACA was 
upheld by the U.S. Supreme Court in 2012. The nation’s 
dilemma remains: how to provide high-quality health 
care services to all citizens while keeping costs down. 

Among developed nations, the United States has, by 
far, the largest percentage of its gross domestic product 
(GDP) spent on health care, yet has some of the worst 
health outcomes. Financial issues profoundly affect 
nurses and nursing practice. These issues affect nurses 
professionally, in their nursing practice, and person- 
ally, in the type of insurance and health services they 
and their families are able to afford. Therefore students 
of professional nursing need to understand the overall 
economic context in which nursing care is provided. In 
this section, several concepts necessary to understand- 
ing health care finance will be explored, including basic 
economic theory, the economics of nursing care, a brief 
historical review of the causes of health care cost escala- 
tion, cost-containment efforts, current methods of pay- 
ment, and the role nurses can play in managing health 
care costs in their everyday work settings. 


Basic Economic Theory 


Nursing school curricula do not typically require under- 
graduates to take courses in economics, yet there is an 
urgent need for nurses to understand the economic con- 
text in which they practice. 


Supply and Demand 


A basic economic theory is the law of supply and demand. 
According to this theory, a normal economic system 
consists of two parts: suppliers, who provide goods and 
services, and consumers, who demand and use goods 
and services. In a monetary environment—that is, one 
in which money is used as a unit of exchange—consum- 
ers exchange money for desired goods and services. 

In an efficient marketplace, the market price of goods 
and services serves to create an equilibrium in which 
supply roughly equals demand, and demand roughly 
equals supply. When demand exceeds supply, prices rise. 
When supply exceeds demand, prices fall. 


Principles of the Free-Market Economy 


In a free-market economy, consumption of any good or 
service is determined by an individual's ability to pay. In 
a pure free market, a portion of the population would 
be denied health care if they were unable to pay. People 


who support this position consider health care a priv- 
ilege. Conversely, others believe that everyone should 
have access to basic health care and consider health care 
a right, to be administered at the federal and state levels 
of government. An example of this is the United King- 
dom, where the National Health Service (NHS) provides 
access to basic health care to its citizens. 

Despite the United States’ general posture favoring a 
free-market economy, most Americans consider health 
care a right, not a privilege. Rather than allowing eco- 
nomically disadvantaged citizens to do without health 
services, the federal government has taken steps to 
ensure certain groups have access to health care services 
through publicly funded programs such as Medicare 
and Medicaid. Although this is generally considered an 
ethical policy, it is nevertheless a policy decision that is 
inconsistent with free-market principles. 


Price Sensitivity in Health Care 


In the days before health insurance existed, people paid 
their own medical bills; providers set their fees with 
some sensitivity to what patients could afford to pay; 
and many physicians used sliding-scale payment plans 
or accepted in-kind payments, for example, exchang- 
ing medical care for farm products or a service such 
as cobbler services. Health insurance created an indi- 
rect payment structure known as third-party payment 
that removed price sensitivity from the concern of most 
health care consumers because they pay only a small 
portion of the actual costs. A third party (the employer, 
insurance company, or government) pays the rest. If 
someone other than the consumer pays, demand can 
increase because the consumer may be insensitive to or 
unaware of costs. 


Additional Influences on the Health Care Market 


Economists have identified a number of other factors 
that affect the health care market in ways that violate 
the assumptions surrounding an effective free-market 
system. For example, consumers cannot always control 
demand for health care services. With ordinary prod- 
ucts, a consumer can delay a purchase until there is a 
sale or forgo the purchase altogether. Health care is dif- 
ferent because health care needs tend to be immediate. 
The consumer might suffer serious harm or even death 
by a delay in seeking services. Certainly in the case of 
severe traumatic injury, delay of care is not possible, 
and the costs of the intensive care using sophisticated 
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technologies are enormous in this circumstance. The 
leading cause of personal bankruptcy in the United 
States today is medical expenses. 


Economics of Nursing Care 


Until fairly recently, few efforts were made to deter- 
mine the actual cost of nursing care. The average hos- 
pital bill simply included the cost of nursing services in 
the general category of “room rate,’ just as housekeep- 
ing services, linens, and food are included in the room 
rate. It was assumed that the cost of nurses contributed 
a major portion of overall hospital expenses. During 
difficult economic times, the first cost-reduction efforts 
were therefore aimed at reducing the number of nurs- 
ing personnel, sometimes substituting lower-paid UAP. 
However, research did not support this prevailing view 
about the costs of nursing. Instead, research showed that 
determining the cost of nursing services and develop- 
ing standardized reimbursements based on costs would 
enhance the ability of nurse managers to control nursing 
resources and negotiate for a fair share of hospital finan- 
cial resources, and many efforts to determine the actual 
cost of nursing services were conducted. 

Not knowing the exact costs of nursing services lim- 
its nursing management's ability to calculate the expense 
required to provide nursing care. Determining the best 
ratio of RNs to LPNs/LVNs and UAP in each unit is also 
impaired when the cost of nursing care is unknown. 
Different patients require different amounts of nurs- 
ing time, depending in large part on how sick they 
are. Patient classification systems were developed to 
identify patients’ needs for nursing care in quantitative 
terms to help hospitals determine the need for nursing 
resources. However, estimating the cost of nursing ser- 
vices remains an inexact science. Evidence-Based Prac- 
tice Box 14.1 describes a major study to determine the 
economic value of professional nursing. 

When the drive to provide high-quality nursing care 
meets the constraints of cost containment head-on, it 
can create a very difficult situation. What nurses hope, 
as both providers and consumers of health care, is that 
quality will not suffer because of the emphasis on “the 
bottom line” The financial realities that affect the insti- 
tutions in which most nurses practice—hospitals—can- 
not be ignored. To stay in business, hospitals must make 
at least enough money to pay personnel, maintain build- 
ings and equipment, and pay suppliers of goods and ser- 
vices. 
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EVIDENCE-BASED PRACTICE BOX 14.1 


Demonstrating Nursing’s Value 


The ANA, with a coalition of other nursing associations, 
supported a study to improve the understanding of the 
economic value of the services of RNs. The objective 
was to quantify the economic value of professional 
nursing to help shape staffing decisions and policies 
in the nation’s hospitals. A group of researchers from 
George Mason University in Virginia and a nearby 
health care policy research firm, the Lewin Group, con- 
ducted the study. They reviewed the research literature 
on the relationship between RN staffing levels and ad- 
verse patient outcomes for a number of nursing-sen- 
sitive nosocomial (hospital-acquired) complications. 
Examples of nursing-sensitive complications include 
urinary tract infections, pressure ulcers, blood infec- 
tions, postoperative infections, patient falls, and ad- 
verse drug events, among others. They used data from 
a comprehensive literature review, as well as from the 
2005 Nationwide Inpatient Sample of more than 1000 
hospitals sponsored by the Agency for Healthcare Re- 
search and Quality. 

The cost of complications—in increased length of 
stay, health care expenditures, and losses of national 
productivity—were subjected to statistical analyses to 
determine estimates of the economic value of nursing. 
The researchers reported that, as a result of increas- 
ing nurse staffing levels, patient risk of nurse-sensi- 
tive complications and hospital length of stay both de- 
creased, “resulting in medical cost savings, improved 
national productivity, and lives saved” (p. 97). They 
concluded that only a portion of professional nurses’ 
services “can be quantified in pecuniary terms, but 
the partial estimates of economic value presented 
illustrate the economic value to society of improved 
quality of care achieved” (p. 97) through higher RN 
staffing levels. 


Modified from Dall T, Chen Y, Seifert R, et al.: The economic 
value of professional nursing, Med Care 47(1):97-104, 2009. 


The leadership of the ANA has been repeatedly out- 
spoken in their assertion that overzealous cost-contain- 
ment efforts have led to lower-quality hospital care. A 
strong boost to their contention that the number and 
mix of nurses in a hospital make a difference in patient 
outcomes came early in the 21st century with research 
that showed an increased patient death rate with higher 
patient to nurse ratios (see Chapter 1). Peter Buerhaus, 
PhD, RN, FAAN, of Montana State University, a nurse 


and a health care economist, has developed a substantial 
body of work related to nurse-patient ratios and other 
matters related to the nursing workforce. As research 
continues to demonstrate the link between nursing and 
quality of care, the demand for nurses will continue to 
increase. 


History of Health Care Finance 


Before 1945, more than 90% of Americans either paid 
directly from their own pockets for health care or 
depended on charity care. Few had private health insur- 
ance. Public insurance programs, such as Medicare and 
Medicaid, did not exist. After World War II, most indus- 
trialized countries began publicly financed health care 
systems that provided care for all citizens. The United 
States, however, did not adopt a public, universal access 
system, choosing instead to continue the private, fee- 
for-service system. 

The entire history of health care finance in this coun- 
try is a fascinating study in unintended consequences. 
As each initiative to improve coverage, access, and qual- 
ity was implemented, it opened up unforeseen loopholes 
that have driven costs skyward. Providers, such as hos- 
pitals, physicians, insurers, pharmaceutical companies, 
and others, have learned to “work the system,” exploit- 
ing loopholes while protecting or enhancing their own 
bottom lines. All the while, population growth and 
increases in the number of elderly and chronically ill 
Americans have further complicated efforts to find 
solutions. 

If you are interested in learning more about the com- 
plex history of health care finance, including cost-con- 
tainment initiatives through the years and factors fueling 
increases in health care costs, refer to the Evolve website 
(http://evolve.elsevier.com/Black/professional). 


Current Methods of Payment for Health Care 


There are four major methods of payment for health care 
in use today: private insurance, Medicare, Medicaid, and 
personal payment, or self-pay. Workers’ compensation 
is an additional mechanism for financing some health 
care services. Each of these is briefly explained in the 
following paragraphs. 


Private Insurance 

Private insurance, also called voluntary insurance, is a 
system wherein insurance premiums are paid by either 
insured individuals or their employers or are shared 


between individuals and employers. Periodic payments 
(premiums) are paid into the insurance plan, and 
certain health care benefits are covered as long as the 
premiums are paid. Early in the development of pri- 
vate insurance, many treatments were covered only if 
they were performed in an inpatient (hospital) setting. 
This feature drove up the cost of services. Today most 
insurers stipulate that costs of hospitalization are reim- 
bursable only if treatment cannot be performed on an 
outpatient basis, where costs are typically lower. Most 
private insurers are heavily influenced by the federal 
insurance program, Medicare, in determining coverage 
and amount of reimbursements they will pay. 


Medicare 


Medicare, or Title XVHI of the Social Security Act, is 
a nationwide federal health insurance program estab- 
lished in 1965. Medicare is available to people aged 65 
years and older, regardless of the recipient’s income. It 
also covers certain disabled individuals and anyone with 
permanent kidney failure requiring dialysis or a kidney 
transplant. Medicare has four basic programs. 

The first program, known as Part A (Hospital Insur- 
ance), helps cover inpatient hospitalization, part-time or 
intermittent skilled care in nursing facilities, hospice care, 
and some home health care. Long-term care or custodial 
care is not covered. Hospice care, available to people with 
a terminal illness who are expected to live 6 months or less 
as certified by a physician, is covered under Medicare. Peo- 
ple who paid Medicare taxes while working do not pay a 
Part A premium, but they do pay a deductible, and certain 
restrictions apply to lengths of stay and benefit periods. 

Part B (Medical Insurance) is a supplementary med- 
ical insurance program that covers visits to physicians’ 
offices and other outpatient services. It also covers some 
preventive services. There is a 20% copay for medical 
and other services and a $183 yearly deductible. Men- 
tal health services are covered at 50%. Part B premiums 
are subject to means testing, meaning that individuals 
with higher incomes pay more in monthly premiums 
than do those with lower incomes. In 2018 the monthly 
premium ranged from $134.00 for individuals with a 
yearly income less than $85,000 to $428.60 for individ- 
uals with a yearly income more than $160,000 (CMS, 
2018). The Internal Revenue Service provides tax return 
information to Medicare to assist in verifying income. 

Part C (Medicare Advantage Plans) offers a variety 
of managed-care options instead of the fee-for-service 
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programs of Parts A and B. Part C plans are run by pri- 
vate companies approved by Medicare. Costs and ser- 
vices vary by plan. 

Part D (Prescription Drug Coverage) is an additional 
supplementary insurance program that helps cover pre- 
scription drug costs. Part D has complex regulations 
including a “gap” period in coverage that many find dif- 
ficult to understand. In addition to the four basic parts 
of Medicare, Medigap plans, or supplemental coverage, 
are available to Medicare-eligible individuals. They are 
sold by private insurance companies to help fill the “gap” 
between Medicare and out-of-pocket costs. 

Originally intended to be a no-cost or low-cost pro- 
gram for the elderly, the cost of participating in Medi- 
care has risen steadily. Although the program was 
originally designed to be all-inclusive, many elderly 
people now find they cannot afford to participate in 
Medicare. Ironically, some elderly are so poor that they 
qualify for Medicaid assistance (described next) in pay- 
ing their Medicare premiums. Medicare regulations and 
costs change annually. For the most recent updates on 
Medicare, consult www.medicare.gov. 


Medicaid 


Medicaid, or Title XIX of the Social Security Act, is 
a group of jointly funded federal-state programs for 
low-income, elderly, blind, and disabled individuals. 
It, too, was established in 1965. There are broad fed- 
eral guidelines, but states have some flexibility in how 
they administer the program. People must meet eligi- 
bility requirements determined by each state. Eligibility 
depends on income and varies from state to state. Rates 
of payment also vary, with some states providing far 
higher payments than others. The amount the federal 
government contributes to Medicaid varies from a min- 
imum of 50% of total costs to a maximum of 76.8%. 

The differences in eligibility and payment rates lead 
to wide variations in the level of care provided to the 
poor in different states and create disparities in care. 
In contrast to those on Medicare, people who receive 
Medicaid are not required to pay any fees to participate. 
Table 14.1 highlights the similarities and differences in 
the Medicare and Medicaid programs. 


Personal (Out-of-Pocket) Payment 

Personal payment for health care services is the least 
common method. Few people can afford out-of-pocket 
payment for more than the most basic health services. At 
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TABLE 14.1 


Medicare 


Funding 
Administration 
Eligibility 


Federal government 
Federal government 

>65 years 

<65 with certain disabilities 


All ages with end-stage renal disease 


Level of benefits 
Payment by recipients 


Coverage 


National program with no variation in benefits 
across states 

Some monthly premiums are required for 
different parts (A, B, C, D) but varies by plan 

Inpatient care, outpatient care, prescriptions 


Facts about Medicare and Medicaid 


Medicaid and State Children’s Health 
Insurance Plan (SCHIP) 


Federal and state governments 

State governments 

Mandatory eligibility groups: 133% of the fed- 
eral poverty level for all Americans <65 years 
based on modified adjusted gross income 
(MAGI) 

SCHIP: Varies by state, but many states have 
expanded coverage for children above the 
federal minimums 

Varies from state to state 


States can charge premiums and enrollment 
fees for certain groups 

Comprehensive inpatient and outpatient care, 
prescriptions with lower copayments for use 
of generic versus brand-name drugs 


Modified from data retrieved from www.medicare.gov and www.medicaid.gov, 2018. 


today’s prices, an illness or injury severe enough to require 
hospitalization can quickly exhaust a family’s financial 
reserves, forcing them into bankruptcy. In general, only 
those people without access to some form of private group 
insurance or public insurance rely on personal payment. It 
can take years for a family to pay a single large medical bill. 


Workers’ Compensation 


Workers’ compensation constitutes a small proportion 
of insurance coverage. The program varies from state to 
state but generally covers only workers who are injured 
on the job. It usually covers treatment for injuries and 
weekly payments during the time the worker is absent 
from work for injury-related causes. In the case of acci- 
dental death, the worker’s family receives compensation. 
Companies are required by law to contribute to a com- 
pensation fund from which money is withdrawn when 
accidental injuries or deaths occur at work. 

In Fig. 14.6 you can see what health care dollars are 
spent on in the United States. Note the large percentage 
that is spent on physician/clinical and hospital care and 
that 10% is spent on prescription drugs. 


Nurses’ Role in Managing Health Care Costs 


Staff nurses can play an important role in controlling 
health care costs. They have the most frequent and direct 


contact with patients and can have a positive impact by 
reducing unnecessary spending. Reducing spending 
does not have to mean sacrificing quality patient care. 
Many small economic changes can lead to large savings. 

‘The first step is to become cost conscious. As a group, 
nurses tend to have limited awareness of costs. When 
they are made aware of costs, their supply use patterns 
can change. Such simple methods as posting the price 
of supplies on shelves, cutting down on “borrowing” 
between units, and transferring all patients’ bedside 
equipment, medications, and supplies carefully can 
make dramatic changes in per-patient expenditures. 
Making staff nurses aware of less-expensive alterna- 
tives is only one way they can reduce costs. Starting or 
expanding a revenue-generating recycling program is 
another measure that all hospital employees can sup- 
port. 

Nurses are positioned to produce even more mean- 
ingful savings by providing excellent patient care and 
being advocates for their patients’ personal finances. 
Nurses must recognize that no matter how well- 
insured patients may be, they will have to pay some 
portion of charges personally. Even a small percentage 
of a health care bill can be huge, given the high costs 
of care. A family’s financial resources can be quickly 
overloaded. 
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Relative contributions to total national health expenditures, 2016 
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Fig. 14.6 Distribution of health spending: Hospital care and physician/clinical services account for slightly 
more than half of health care expenditures. (From Kaiser Family Foundation analysis of National Health Expen- 
diture (NHE) data from Centers for Medicare and Medicaid Services, Office of the Actuary, National Health 


Statistics Group.) 


Nurses who question unnecessary or repetitive tests, 
suggest generic drugs rather than name brands, and 
teach patients and their families how to monitor their 
health conditions and detect problems early to avoid 
repeated hospitalizations all contribute to cost manage- 
ment. Such nursing measures as meticulous handwash- 
ing to prevent infections, turning patients on schedule 
to avoid pressure ulcers, and vigilance to reduce the risk 
of falls are not usually thought of as cost-containment 
measures, yet they are. Medicare no longer reimburses 
facilities for the treatment of certain “reasonably pre- 
ventable” hospital-acquired conditions (“never condi- 
tions”) including pressure ulcers, catheter-associated 
urinary tract infections, falls with injury and burns, and 
vascular catheter-associated infections, among others, 
all of which are conditions that can be prevented by 
nurses. Every day a patient must be hospitalized beyond 
the length of stay authorized by the payer results in addi- 
tional charges to the patient and costs to the hospital. 


In both inpatient and outpatient settings, organiz- 
ing and streamlining the flow of patients for maximum 
efficiency represents a huge savings for the facility and 
is under the control of nurses and nurse managers. 
Although nurses can and should look for ways to reduce 
costs, controlling costs must never take priority over 
patient care. Remembering the Code of Ethics for Nurses 
will help you maintain your ethical standards: “The 
nurse’s primary commitment is to the patient, whether 
an individual, family, group, or community” (ANA, 
2015). 


HEALTH CARE REFORM AND UNIVERSAL 
ACCESS 


The United States and South Africa are the only two 
industrialized nations that do not provide universal 
access to health care to all of their citizens. South Africa, 
however, is implementing a universal system that will 
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be completely phased in by 2026. Despite the fact that 
US. health care expenditures by far exceed those of any 
other country in the world, the U.S. infant mortality rate 
was an alarming 5.8 in 2017, ranked 170 of 225 ranked 
nations (Central Intelligence Agency, 2018). Nations 
with similar rates include Cayman Islands (5.8), Serbia 
(5.8), and Gibraltar, (5.9); nations with the lowest rates 
include Monaco (1.80), Japan (2.00), and Iceland (2.10). 
The infant mortality rate is a sensitive indicator of a 
nation’s health care practices. Furthermore, the prema- 
ture birth rate, another sensitive indicator of a nation’s 
health, remains stubbornly high at 10%, with a dispar- 
ity in African American women, who experience a 14% 
preterm birth rate (CDC, 2018). 


Recent History of Health Care Reform Efforts 
in the United States 


Concerns about health care practices in the United 
States are not new. In the 1992 presidential campaign, 
candidates in both political parties, as well as nonparti- 
san groups, advocated some type of health care reform. 
These groups included nursing organizations, the Amer- 
ican Association of Retired Persons (now called AARP), 
labor unions, the American College of Physicians, the 
National Leadership Coalition for Health Care Reform, 
and numerous members of the U.S. Congress. Most 
of these groups put forward specific plans for reform, 
including Nursing’s Agenda for Health Care Reform by 
the ANA, which was endorsed by more than 60 nursing 
organizations and associations. Early in President Bill 
Clinton's first term, then-First Lady Hillary Clinton led 
a bipartisan effort to improve access to health care. For a 
time, it appeared that progress was being made. 

Despite widespread public support for reform, how- 
ever, the effort ultimately failed. Lobbying against health 
care reform was well funded by powerful interest groups 
such as the pharmaceutical, health insurance, and 
medical equipment industries, as well as the American 
Medical Association and the American Hospital Asso- 
ciation—associations with two of the most powerful 
lobbies in Washington. These entities, as well as oth- 
ers, preferred to maintain the status quo because of the 
financial interests they had at stake. 

During the 2008 presidential campaign, concerns 
about access to health care, the quality of care, and dispari- 
ties in care fueled renewed debate about health care in this 
country. President Barack Obama's administration’s com- 
mitment to reform health care within his first year in office 
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remained a priority. The economic recession, however, 
placed severe restrictions on what could be achieved, and 
partisan politics continues to create stalemates in Con- 
gress, where health care legislation must be conceived and 
approved. The same special interest groups that opposed 
change and defeated the Clinton plan again brought out 
their forces to oppose the Obama administration's efforts. 

An encouraging early sign of President Obama's com- 
mitment to change, however, was the passage of the State 
Children’s Health Insurance Program (SCHIP) only a few 
weeks after he took office. This legislation reauthorized 
and expanded CHIP coverage to include 4 million addi- 
tional children. Many, including nursing organizations, 
applauded this action on behalf of uninsured children. In 
addition, on March 23, 2010, after very contentious con- 
gressional debates and political maneuvering, President 
Obama signed the ACA into law. This law included com- 
prehensive reforms that improve access to affordable health 
coverage for everyone and that protect consumers from 
abusive insurance company practices, such as lifetime lim- 
its on coverage and denial of coverage for preexisting condi- 
tions. In addition, young people up to age 26 could be added 
to their parents’ insurance policies. Challenges to certain 
provisions of the ACA, including the individual mandate, 
were brought before the U.S. Supreme Court. In 2012, in a 
5-4 decision, the Supreme Court upheld these provisions. 
In 2015, in a 6-3 decision, the Supreme Court ruled that 
nationwide tax subsidies to help poor and middle-class 
citizens buy health insurance were not unconstitutional, 
and hence the ACA remained viable. Despite these positive 
steps, the issue of affordable health care in the United States 
remains a significant political and social problem. 

Clearly, increasing the number of people covered 
would increase expenses unless drastic cost-management 
measures were put in place. In the future, we can expect 
to see state-by-state efforts to address the specific current 
issues of concern discussed earlier. Most experts agree 
that reform efforts must be projected to reduce, or at least 
not increase, the cost of health care if they are to be sup- 
ported by Congress. Shortly after President Trump took 
office, he set about to overturn the ACA in favor of a newly 
designed plan. The proposed changes were not widely 
accepted, and the efforts to overturn the ACA failed in 
2017. Despite wide-ranging differences of opinion about 
the specifics of health care reform proposals, some general 
questions should be asked in evaluating reform proposals: 
1. Is there a uniform minimum set of benefits for all 

citizens, otherwise known as universal access? 


2. Are coverage and benefits continuous and not depen- 
dent on where people live or work? 

3. Are there mechanisms for controlling costs, espe- 
cially administrative expenses? 

4. Are provisions made for care to be provided by the 
most cost-effective personnel, taking quality issues 
and patient outcomes into consideration? 

5. Are the issues of adequate facilities and personnel to 
ensure access for all addressed? 
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6. Is there an emphasis on quality care? 
7. Are there incentives for healthy lifestyles and preven- 
tive care? 

Further changes in nursing and health care deliv- 
ery and finance are certain to be on the horizon. These 
changes will likely be gradual rather than revolution- 
ary. It remains to be seen whether these changes will 
improve access to and quality of health care for all 
Americans. 


A MEMBER OF THE BOARD: USING THE LESSONS OF NURSING 


As a lifelong resident of the Triangle area of North Car- 
olina (Raleigh-Durham—Chapel Hill), | had always known 
that Hospice of Wake County (HOWC) was the prima- 
ry provider of end-of-life care in the area. Several close 
family members received expert care from this agency 
at the end of their lives. When | was nominated and then 
elected to serve a 3-year term on the 23-member Board 
of Directors (BOD), | was both humbled and pleased for 
the chance to give back something to HOWC. | was one 
of the few nurses ever to serve on the board in its 30- 
plus years of existence. Although | was a former hos- 
pice nurse, | will admit | was pretty intimidated by the 
collective wisdom and expertise of the other directors, 
who represented a host of other professions, including 
law, marketing, finance, medicine, clergy, and funeral 
home management. | couldn't imagine how much | was 
going to learn about organizational structure, health care 
finance, quality indicators, not-for-profit governance, and 
strategic planning. 

At the start of my second year on the BOD, | made a 
plea at a board meeting to consider the development and 


implementation of a pediatric palliative and end-of-life 
care program. My faculty research and collaboration with 
local providers had demonstrated the profound need for 
this service. The development of the pediatric program 
was not the BOD'’s first priority because we were begin- 
ning the very difficult work of changing the organization's 
name, but the peds program was added to the strategic 
plan. Now known as Transitions LifeCare, we have five 
service lines—hospice, palliative care, grief counseling, a 
caregiver support service, and home health. And in Sep- 
tember 2015 we opened our sixth service line—a pediat- 
ric palliative and end-of-life care service 

In my second term, | was elected president of the 
board. As | reflect back on my long nursing career, | think 
that my work on the Board of Directors was among the 
most meaningful endeavors of my professional life. | am 
both honored and humbled to serve this organization, us- 
ing the lessons that nursing taught me to improve the 
lives of families at their most difficult, vulnerable time. 


Beth Perry Black, PhD, RN, FAAN 


e Concept: Health care in the United States is delivered 
in a complex system that provides health promotion, 
illness prevention, diagnosis and treatment, and 
rehabilitation and long-term care. 

Challenge: Streamlining the health care system and 
focusing on the promotion of health rather than 
on the treatment of illness can have significant 
positive effects on the health care economy and 
the health of individuals. 

e Concept: Access to comprehensive treatment and 
positive treatment outcomes varies among popula- 
tions, creating disparities that disadvantage certain 
groups such as minorities and poor people. 


Challenge: Correcting health care disparities has 
proved to be a complex task, with only modest 
progress reported. 

e Concept: Historically, there have been a number of 
systems for the provision of nursing care, each of 
which has advantages and disadvantages. 

Challenge: Many variations and combinations of 
the major nursing care delivery systems are in 
use today, and the effectiveness of any one model 
depends a great deal on the patient population 
and setting of care. 

e Concept: Medicare and Medicaid programs, begun 
in 1965, created financial strain on federal and state 
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budgets that continues today. In response, cost-con- 

tainment efforts were begun by the federal government 

in the 1970s and persist in various old and new forms. 

Challenge: Regardless ofthe type of cost-containment 
efforts used, health care costs have continued to 
increase. Without serious health care reform, this 
will continue. 


¢ Concept: The ACA, signed into law by President 

Obama in 2010, was a start in improving access to 

affordable health care coverage for all residents of the 
United States. 

Challenge: Until the severe problem with health dis- 

parities is addressed, the health of a large segment 

of the American population will continue to suffer. 


1. Obtain the organizational chart of a local health care 
facility. Examine it to see how nursing fits into the 
overall structure. Who reports to the CNE, and to 
whom does the CNE report? What other adminis- 
trative staff members are on the same level with the 
nurse executive? 

2. Consider the four types of nursing care delivery 
systems (team, primary, case management, and 
patient-centered care) from the viewpoint of the 
patient. If you were a patient, which system would 
you prefer? Why? 

3. Look at the same issue from the standpoint of the 
nurse. Which system would you find most satisfying 
in terms of your practice? Which would you like least? 

4. Determine what type of governance structure is 
used by the nursing staff. What do nurses see as the 
positive and negative aspects of their governance 
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Political Activism in Nursing: 
Communities, Organizations, 


and Government 


Kimberly Fenstermacher, PhD 


©To enhance your understanding of this chapter, try the Student Exercises on the Evolve site at 


LEARNING OUTCOMES 


http://evolve.elsevier.com/Black/professional. 


After studying this chapter, students will be able to: 

¢ Differentiate between politics and policy. 

e Explain why professions have associations. 

e Demonstrate an understanding of the complex 
role that associations play in the profession and in 
society. 

e Recognize the opportunities that associations 
offer to increase the leadership capacity of nursing 
students and registered nurses. 

e Explain the concept of personalizing the political 
process. 


The national policymaking stage is close at hand to the 
American public because of national media networks, 
24-hour cable news coverage, and social media. Life 
“inside the Beltway” of Washington, D.C., is increas- 
ingly streamed into American living rooms and to our 
mobile phones, and thus it is under scrutiny. Interest 
and involvement of American citizens in governmental 
processes and accountability are good for democracy. 
Keeping abreast of events on the national and even the 
world stage is an important part of good citizenship 
(Fig. 15.1). 

National politics and policy are of great interest; how- 
ever, much of the politics and policy that affect our daily 
lives occurs at the state and local levels. The workings of 


¢ Describe the debate in nursing regarding 
unionization. 

e Cite examples of sources of both personal and 
professional power. 

e Describe how nurses can become involved in 
politics and policy development at the levels of 
citizen, activist, and politician. 

e Explain how organized nursing is involved 
in political activities designed to strengthen 
professional nursing and influence health policy. 


government in your state legislature and local munic- 
ipalities are likely to be much less familiar to you than 
what is occurring nationally. Even less conspicuous are 
the policymaking and policy-influencing activities that 
occur within the professional organizations that support 
and shape nursing practice. Yet our day-to-day lives, 
both professionally and personally, are shaped to a large 
degree by what happens at the local and organizational 
levels. This chapter will focus on politics and policy- 
making in several arenas of importance to nursing. This 
discussion will start with professional organizations and 
their roles in setting practice and policy, then will turn 
to politics and policy in government from both national 
and local perspectives. 


341 


CHAPTER 15 Political Activism in Nursing 


Fig. 15.1 The State of the Union address is delivered once a year by the President of the United States to 


a joint session of Congress, attended by the Supreme Court justices and the President's Cabinet. All three 
branches of government are represented at this important address to the nation. 


Several chapters of this book cover material that 
is heavily influenced by government. The content of 
Chapter 1, the current status of nursing, will be the 
content of a future edition’s Chapter 2, the history and 
social contexts of nursing. The content of both these 
chapters reflects policy and politics that affect who 
nurses are and what we do. Chapter 6 is directly con- 
cerned with policy that affects practice. Governmental 
regulation through licensure is an issue, but the influ- 
ence of professional organizations to set standards and 
affect nursing practice acts demonstrates the two-way 
process that is required to keep nursing relevant and 
up to date within the health care arena. The focus 
on ethics in Chapter 7 describes issues of justice and 
autonomy, foundational principles in American juris- 
prudence, which shape how we understand and resolve 
ethical dilemmas. 

Issues of nursing education (see Chapter 4) are 
directly shaped by governmental regulation to ensure 
that schools of nursing produce graduates who can 
be entrusted to provide safe care. In Chapter 10, you 
learned about the National Institutes of Health (NIH) 


and specifically about the National Institute for Nursing 
Research (NINR), which are federally funded agencies 
of the U.S. Department of Health and Human Services. 
Research is key to the development of the knowledge 
base of nursing, which in turn protects its status as a 
profession and an academic discipline and its influ- 
ence in both academic and policy arenas. The previ- 
ous chapter, Chapter 14, addressed the complex issues 
surrounding how health care is delivered and financed. 
This is a heavily regulated endeavor with incredibly 
intricate implications affecting how and where nurses 
practice. This completes the circle, leading you back to 
Chapter 1, the current status of nursing, and where we 
are going. 

Furthermore, you are beginning your practice 
at the time when health care reform continues to be 
a major focus of politicians throughout the United 
States. Nurses are poised to participate in decisions 
about health care reform. As the largest single group 
of health care providers in the country, nurses can have 
significant influence on future reforms to our health 
care system. 
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POLICY AND POLITICS: NOT JUST IN 
WASHINGTON, D.C. 


Policy and politics are more than what is happening in 

Washington, D.C. They encompass what happens to us 

in our daily lives, in the workplace, and in our organiza- 

tions, as well as in government. According to the Mer- 

riam-Webster dictionary (Merriam-Webster, 2018), the 

word politics has three meanings. Concise definitions 

are as follows: 

a: the art or science of government 

b: the art or science concerned with guiding or influenc- 
ing governmental policy 

c: the art or science concerned with winning and hold- 
ing control over a government 

We tend to think of politics in terms of the third defi- 
nition, the one associated with political parties; cam- 
paigns; promises; and wrangling for votes, support, and 
position. However, the first and second definition have 
the more lasting impact on society. The government is 
the political body that has to do with the regulation and 
preservation of the nation. The politics of the third defi- 
nition is the process by which we determine who will 
occupy the government in our representative democracy. 

Policy, on the other hand, refers to “a definite course or 
method of action selected from among alternatives and in 
light of given conditions to guide and determine present 
and future decisions; a high-level overall plan embracing 
the general goals and acceptable procedures especially of 
a governmental body” (Merriam-Webster, 2018). 

Policy is shaped to a great degree by those who are 
successful in the political arena (the second defini- 
tion). These are the elected officials who describe their 
agenda before the election to receive support, endorse- 
ments, and, ultimately, enough votes to be elected into 
office. For instance, during the 2008 presidential cam- 
paign, the pros and cons of health care reform were 
discussed and debated at length, and as the nominee, 
Barack Obama took a stand in favor of health care 
reform. After his election, legislation known collo- 
quially as the Affordable Care Act (ACA) was passed 
by Congress and signed into law on March 23, 2010. 
Health care reform was debated again in the 2012 cam- 
paign, and numerous challenges to the ACA have been 
unsuccessful, including more than 50 attempts by Con- 
gress to have the ACA repealed and two cases argued 
before the Supreme Court. The first (National Federa- 
tion of Independent Business v. Sebelius) challenged the 


individual health insurance mandate; the second (King 
v. Burwell) challenged subsidies obtained through 
HealthCare.gov, claiming that they were illegal. In both 
cases the Court found for the government. (Sebelius 
and Burwell were secretaries of the U.S. Department 
of Health and Human Services when these cases were 
filed.) 

It should have been no surprise to anyone pay- 
ing attention that President Obama embarked on a 
complex and wide-ranging effort to make health care 
more affordable. The 24-hour cable news outlets both 
reported and argued the various merits of his health 
care campaign agenda throughout the two presidential 
campaigns. In other words, President Obama used poli- 
tics as a process (the second definition) to achieve a goal 
of managing the government (first definition) so that he 
could influence change in health care policy with the 
expectation and hope of improving affordability. One of 
the first pieces of legislation signed by President Obama 
during his first term was the State Children’s Health 
Insurance Program (SCHIP) reauthorization legislation 
that extended health insurance coverage to 8 million 
children whose parents cannot afford health insurance 
coverage (Fig. 15.2). 


Power, Authority, and Influence 


A review of the concepts of power, authority, and influ- 
ence will help focus the discussion of policy and the 


x = 
Fig. 15.2 President Barack Obama at a White House signing 
ceremony of the SCHIP legislation 2 weeks after taking office 
in January 2009. He said, “| refuse to accept that millions of 
our children fail to reach their full potential because we fail to 
meet their basic needs.” (Used with permission from United 
Press International.) 


remainder of this chapter. Power is strength or force that 
is exerted or capable of being exerted. Power in and of 
itself is latent. 

A person who has authority has legitimacy to exert 
power—that is, to enforce laws, demand obedience, 
make commands and determinations, or judge the 
acts of others. People who have been vested with this 
power—for instance, through a fair and democratic 
process—are known as authorities, especially a gov- 
ernment or body of government officials. Influence is 
a form of power that is not legitimated through offi- 
cial channels, such as elections or appointments by one 
in authority, but influence is the action or process of 
producing effects on the actions, behavior, and opin- 
ions of others. For example, the issue of lobbyists got 
much attention in the past two presidential elections. 
Lobbyists are people who try to influence government 
officials to act in a certain way that will benefit the con- 
stituency that hired the lobbyist to work on its behalf— 
that is, to exert influence. 

A simple clinical example will clarify the difference 
among these three concepts. 

Jane Wilson, RN, is an experienced labor and deliv- 
ery nurse, and her patient is Ms. Foster. Ms. Foster 
has been in labor for several hours but is not making 
very much progress (in SBAR terms, “lack of progress 
in labor” would be her assessment). Jane believes that 
augmenting her labor with oxytocin would be appro- 
priate (in SBAR terms, this would be her recommen- 
dation). Jane cannot begin this infusion because she 
does not have the authority to do so without Dr. Mar- 
tin prescribing it. Dr. Martin has both the power and 
the authority to prescribe the infusion. Jane, because 
she is very experienced, understands that she can 
influence Dr. Martin’s decision by giving Dr. Martin 
her expert opinion on the situation, and in fact SBAR 
provides her with an excellent structure to provide 
information necessary for Dr. Martin to make a safe 
judgment. Jane calls Dr. Martin, influences Dr. Mar- 
tin to prescribe the oxytocin, and begins the infusion 
in a few minutes. Ms. Foster gives birth to a healthy 
baby girl 3 hours later. Note that Jane exerted power 
through influencing Dr. Martin’s decision; Dr. Mar- 
tin had latent power—that is, power that had not yet 
been used to prescribe the oxytocin; and Dr. Martin 
had the authority as a licensed physician to write the 
prescription. 
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This is a common scenario between nurses who need 
something for their patients and physicians who hold 
the authority to prescribe. You can also see in this exam- 
ple the interdisciplinary collaboration that includes both 
independent and interdependent actions on the part of 
Nurse Wilson. 


Policy 

Policy involves principles that govern actions directed 
toward given ends; policy statements set forth a plan, 
direction, or goal for action. Policies may result in 
laws, regulations, or guidelines that govern behavior in 
the public arena or in the private arena. Health policy 
refers to public or private rules, regulations, laws, or 
guidelines that relate to the pursuit of health and the 
delivery of health services. Policy reflects the choices 
that an entity (government or organization) makes 
regarding its goals and priorities and how it will allo- 
cate its resources. 

Policy decisions (i.e., laws or regulations) reflect the 
values and beliefs of those making the decisions. As 
values and beliefs change, so do policy decisions. For 
instance, laws limiting smoking in public buildings 
or private restaurants were nonexistent 50 years ago 
because the harmful effects of smoking and second- 
hand smoke were not yet well known. As the public 
became more aware of the dangers of smoking, values 
about smoking changed. Changes in laws followed the 
change in values. Laws limiting smoking and the sale 
and use of tobacco products are common. Elected offi- 
cials responded to the changing values of the public and 
recognized that the public supported the passage of laws 
limiting smoking. In a representative democracy, this is 
how policy is changed. Officials are elected to represent 
and then act on the interests of their constituents—that 
is, the people of their state, congressional district, or 
municipality. 

In professional organizations, policy focuses on 
the rules and guidelines established by the governing 
body of the organization, usually a board of directors. 
Those guidelines or policies also reflect the values of the 
organization. For instance, one would expect a nursing 
organization such as the American Nurses Association 
(ANA) to focus on issues of health promotion, illness 
prevention, and nursing practice issues. That would be 
quite different from an organization such as the National 
Collegiate Athletic Association (NCAA), in which the 


CHAPTER 15 Political Activism in Nursing 


values of its members would be reflected in policies and 
recommendations supporting and regulating athletics at 
the college level across the country. 


Politics 


Politics is a process that requires influencing the alloca- 
tion of scarce resources. Allocation assumes that there 
are not enough resources for all who may want them. 
Those resources might be money, people, time, supplies, 
or equipment. Who gets what, or how those resources 
are allocated, is determined through the political pro- 
cess. Policies are the decisions; politics is influencing 
those decisions. There are always stakeholders—indi- 
viduals with a vested interest—who try to influence 
those with the power to make the final decisions. 

In organizations, stakeholders are the members, the 
larger community served by the work of the organiza- 
tion, and other groups or individuals affected by those 
decisions. For example, Patients Out of Time, an orga- 
nization started by a nurse, works to educate the pub- 
lic and health care professionals about the therapeutic 
use of cannabis and to advocate for the medicinal use 
of marijuana (www.medicalcannabis.com). Founded in 
1995, stakeholders for Patients Out of Time are patients 
and their families, health care providers, and those who 
make decisions about the laws and regulations about 
cannabis use. These include state and federal legislators, 
as well as the U.S. Food and Drug Administration (FDA), 
the Secretary of Health and Human Services (who over- 
sees the policies of the FDA), and organizations such as 
the American Public Health Association, which issued 
a position statement in 1995 supporting patients’ safe 
access to therapeutic marijuana (cannabis) (American 
Public Health Association, 1995); The ANA issued a 
position statement in 2016 calling for the development 
of prescribing standards and evidence-based guidelines 
for the use of medical marijuana (ANA, 2018). 

Politics works similarly in the public arena. For 
example, to garner support from state legislators to 
increase funding for nursing scholarships, an organiza- 
tion or coalition of organizations must have a plan to 
mobilize stakeholders to lobby legislators. Such stake- 
holders would include administrators of nursing orga- 
nizations, colleges of nursing, hospitals, nursing homes, 
and other health care organizations, as well as physician 
groups and others who know the necessity of having a 
competent and adequate nursing workforce. The more 


stakeholder support that can be generated, the more 
likely it is that policymakers will note and respond pos- 
itively to the broad constituent support for the issue; in 
this example, this means they would vote for increased 
funding for nursing education and scholarships. 


Linking Practice, Policy, and Politics 


Leaders in nursing, from Florence Nightingale to 
Lavinia Dock, saw and understood the connection 
between their work and the larger world in which pol- 
icy decisions affected what they were able to do. Night- 
ingale could not have been successful in the Crimea 
without the support of Sir Sidney Herbert, Secretary of 
War. Lavinia Dock joined with other nurses to found 
the ANA, pressure hospital administrators to improve 
working conditions for nurses, and galvanize support 
for nursing registration (Lewenson, 2007, p. 23). A more 
recent example of improving the working conditions 
for nurses can be found in the story of Karen Daley, 
a nurse who went public with her needlestick injury, 
from which she contracted human immunodeficiency 
virus (HIV) and hepatitis C infections (Daley, 2007). 
She went public to influence legislation requiring pro- 
tective devices. In each instance, these leaders knew that 
nursing practice could be improved only through legis- 
lation, regulation, or unification to create a formidable 
national organization. Daley recognized the power in 
her story and the extent to which her experience could 
influence those with authority to make nursing practice 
safer. She testified before the House Committee on Edu- 
cation and the Workforce’s Subcommittee on Workforce 
Protection, taking her experience to a large, influential 
national stage. The larger world of public policy and 
the work of organizations become the arena in which 
someone with a vision for improved health or working 
conditions can change the way health is delivered and 
improve the health of populations. With these examples 
in mind, we now turn our attention to professional orga- 
nizations as a means of activism. 


PROFESSIONAL ORGANIZATIONS: 
STRENGTH IN NUMBERS 


Professionals in many domains create organizations 
to work together on issues that enhance their work 
and community involvement, to ensure continued 
learning and competence, and to use political action 


to influence policymakers to support the organiza- 
tion’s mission. The collective strength of a large group 
of committed persons in a robust organization can 
be impressive. Professional organizations offer a sup- 
portive way to learn leadership skills, to test ideas, 
and to follow these ideas to completion. Nursing has 
a national organization open to all registered nurses 
(RNs), the ANA (www.nursingworld.org); a national 
student nurses organization, the National Student 
Nurses Association (NSNA, www.nsna.org); and many 
other specialty organizations developed around par- 
ticular practice areas. Nursing organizations influence 
public policy in a variety of ways. The following sec- 
tion examines the role and function of organizations, 
explores why nurses do or do not join organizations, 
and discusses examples of collective action. Because 
organizations are often the catalyst for involvement in 
political action, we will also explore the broader area of 
political action in the public arena. 


Joining a Professional Organization 


Nurses join organizations to network with colleagues, 
to pursue continuing education and certification 
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opportunities, to stay informed on professional issues, 
to develop leadership skills, to influence health policy, 
and to work collectively for job security. Yet less than 
10% of the nation’s RNs are members of the ANA and 
only about 20% of nurses belong to one of the many 
specialty nursing organizations. Nurses cite high cost 
of dues, lack of time, and lack of interest as reasons 
they do not join. In some states, complex relation- 
ships between the state nurses association, the ANA, 
and collective bargaining units restrict ANA member- 
ship. There are also different expectations and interests 
among generations of nurses. Although Baby Boom- 
ers and older members may accept traditional orga- 
nizational structures and volunteer tasks, younger 
colleagues prefer short-term projects, using technology 
such as blogs and chat rooms rather than face-to-face 
meetings. Organizations are incorporating processes 
and products that reflect preferences of younger mem- 
bers. Professional Profile Box 15.1 contains comments 
from Megan Williams, MSN, RN, FNP, former Presi- 
dent of the North Carolina Nurses Association, on how 
nurses make a difference through their state nurses 
associations and the ANA. 


MAKING A DIFFERENCE THROUGH THE STATE NURSES ASSOCIATION 


AND THE ANA 


If you have invested in nursing as your career, the next 
step is to invest in your profession, and joining a profes- 
sional association such as the American Nurses Associa- 
tion (ANA) is a great start. As an undergraduate nursing 
student at the University of North Carolina at Wilmington, 
| was a member of my school chapter of the Associa- 
tion of Nursing Students (ANS). | attended the National 
Student Nurses Association (NSNA) annual convention in 
Atlanta, Georgia. Attending a national convention was a 
pivotal experience in my nursing career. | heard national 
leaders in nursing share their passion to improve patient 
care. | was inspired by those leaders to continue to invest 
in my career and in the nursing profession as a whole. 

| joined the North Carolina Nurses Association (NCNA) 
and ANA as a new nurse graduate. As a member, | re- 
ceive monthly publications with up-to-date “best prac- 
tice” ideas that | can apply directly to my nursing practice, 
and | participate in continuing education programs with 
nurses from a variety of practice areas. Another valuable 


benefit of my membership has been creating professional 
relationships with nurses across the state and across the 
nation. | enjoy sharing ideas, asking for advice, and volun- 
teering for leadership opportunities. 

In the fall of 2013, | was elected as the 51st president 
of NCNA. In my role as president, | led the organization in 
developing a strategic plan to allocate the resources and 
align the many programs and services that are available 
to NCNA members with our organizational goals. As pres- 
ident, | provided outreach to the internal nursing commu- 
nity through a variety of communications and | represent 
NCNA in local, state, and national external venues. One 
of the most important external communities | communi- 
cated with were the state and national elected officials. | 
have advocated at the state and national level to increase 
access to care, positively influence the cost and quality of 
health care, and increase and advance the nursing work- 
force. 
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MAKING A DIFFERENCE THROUGH THE STATE NURSES ASSOCIATION 


AND THE ANA—cont’d 


Nurses are in a unique position to share their expertise 
and knowledge when meeting with legislators. The abil- 
ity to successfully exert influence in the various arenas 
where health care policy decisions are made and to pre- 
sent nursing’s perspective on health care issues depends 
largely on being an engaged member of your professional 
association. The nursing profession has a rich history of 
legislative advocacy. Here in North Carolina, Mary Lewis 
Wyche, founder of NCNA, drafted the first Nurse Practice 
Act in 1893. In 2015 NCNA collaborated with all Advanced 
Practice Registered Nurse (APRN) groups and the North 
Carolina Board of Nursing to support legislation to mod- 
ernize the Nursing Practice Act in North Carolina. This 
legislation is necessary to remove barriers to the utiliza- 
tion of nurses at all levels to practice to their full scope of 
knowledge and expertise in all settings and to receive just 
payment for their services rendered. 

| really believe that the answers to major health care 
issues facing society today can come from a committed 
group of smart, thoughtful, and connected nursing pro- 
fessionals. It is time that nurses start leaning forward into 
every critical conversation at every intersection where 


Courtesy Megan P. Williams. 


Types of Organizations 


There are more than 100 national nursing organizations 
and many more state and local groups. Nurses often 
express confusion about which group to join. In general, 
organizations (associations) can be classified as one of 
three main types: 
1. Broad-purpose professional organizations 
2. Specialty practice organizations 
3. Special interest organizations 

The ANA is an example of a broad-purpose orga- 
nization. Individual nurses who belong to the ANA 
typically become members of their state’s constituent 
member association. As the nursing profession’s body 
of knowledge and research grows and diversifies, many 
nurses limit their practices to specialty practice areas 
such as maternal/infant care, school or community 
health, critical care, or perioperative or emergency/ 
trauma nursing. They often join the specialty organiza- 
tion for their area of clinical interest. Members of spe- 
cialty practice nursing associations also may choose to 
belong to the ANA or one of its constituent member 


health care decisions are made. Let's keep the conver- 
sations forward thinking and solution oriented. With so 
many benefits and opportunities awaiting you as a mem- 
ber of a professional nursing organization, what are you 
waiting for? Join today! 


Megan P. Williams, MSN, RN, FNP 
Former President, North Carolina Nurses Association 


associations (at the state level) to support the entire 
profession because specialty associations focus only 
on standards of practice or professional needs of the 
particular specialty. More than 60 specialty organiza- 
tions and other nursing organizations are represented 
in the Nursing Organizations Alliance (the Alliance), a 
coalition of nursing organizations promoting the voice 
of nursing and cohesive action on issues of concern to 
nursing (Alliance, 2018). 

Examples of special interest organizations include 
Sigma Theta Tau International (the Honor Society 
of Nursing), which one must be invited to join, and 
the American Association for the History of Nurs- 
ing, which focuses on a particular area of study in 
nursing. Comprehensive and frequently updated 
lists of nursing organizations are available online at 
www.nurse.org/orgs.shtml. Nurses are connected 
internationally through the International Council of 
Nurses (ICN). The ICN is a federation of national 
nurse associations representing nurses in 118 coun- 
tries. The ANA represents U.S. RNs in the ICN, and 


the NSNA represents U.S. nursing students in the 
ICN. 

Founded in 1899, the ICN is the world’s first and wid- 
est-reaching international organization for health pro- 
fessionals. Operated by nurses for nurses, the ICN works 
to ensure quality nursing care for all, sound health pol- 
icies globally, the advancement of nursing knowledge, 
the presence worldwide of a respected nursing profes- 
sion, and a competent and satisfied nursing workforce. 
For additional details about the ICN’s activities in pro- 
fessional nursing practice, nursing regulation, and the 
socioeconomic welfare of nurses, visit the ICN home 
page (www.icn.ch). 


The Mission and Activities of Organizations 


An organization's activities reflect its mission statement. 
The mission statement is generated by the member- 
ship and defines the organization’s purpose and goals 
and who is served by the organization. For instance, 
the ANAs goals are “fostering high standards of nurs- 
ing practice, promoting a safe and ethical work envi- 
ronment, bolstering the health and wellness of nurses 
and advocating on health care issues that affect nurses 
and the public” (ANA, 2018a). These goals are reflected 
in their concise mission statement: “Nurses advancing 
our profession to improve health for all” (ANA, 2018a). 
These goals and mission define the association's areas of 
focus as practice standards, a code of ethical conduct, 
continuing education and conferences, and collective 
action around workplace issues. 


Nurses and Unions 


Unionization of nurses is a controversial topic. Nurses 
may choose to join unions to work collectively, to have 
control over their practice and workplace, and to work 
to equalize power between management and staff. This 
can be an effective approach if the health care organi- 
zation is willing to work collaboratively with unions. 
Union affiliation is a highly complex process, one that 
is defined by rules and regulations under the National 
Labor Act and overseen by the National Labor Rela- 
tions Board. There are limits on the issues for which 
unions can bargain; for instance, hours, pay, and ben- 
efits are included in all contracts for all unionized 
workers. 

For nurses, additional issues are increasingly part 
of contract negotiations, such as staffing, work assign- 
ments, and shared governance responsibilities. The 
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recent nursing shortage created an environment in 
which both management and nurses themselves aspired 
to develop work environments that decreased turnover 
and ensured a competent workforce. 

National Nurses United (NNU) is an affiliation 
of collective bargaining organizations that work to 
improve working conditions for nurses because this 
in turn results in better care for patients. The NNU 
was formed in 2009 when United American Nurses 
(UAN), which represented only nurses, merged 
with the California Nurses Association (CNA), the 
National Nurses Organizing Committee, and the 
Massachusetts Nurses Association. Some non-nurs- 
ing unions have nursing units: the Service Employees 
International Union (SEIU); the American Federa- 
tion of Teachers (AFT); the Association of Federal, 
State, County, and Municipal Employees (AFSCME); 
and the United Mine Workers (UMW). These orga- 
nizations all have nursing units but also represent 
larger, non-nursing constituencies. 

Nurses wonder whether they should join unions. 
Much of that depends on where they work. If seek- 
ing a staff position in an institution in which a nurs- 
ing union already exists, a nurse may be required to 
join the union as a condition of employment. This is 
called a “closed shop,” meaning that management is 
required to bargain with the union, and union mem- 
bership is required as a condition of employment. 
An “open shop” is one in which employees are not 
required to join but in which an individual’s contract 
will be dependent on what union and management 
have negotiated. Most nurses work in nonunion facil- 
ities. Some states are more “union friendly” than oth- 
ers. States in which labor unions flourish, such as in 
the Northeast, Northwest, and Midwest, have the vast 
majority of nursing unions. Smaller states, particu- 
larly in the Southeast (other than Florida) and South- 
west, have few or no nurse unions. These are known 
as “right to work states.” Although unions have made 
numerous attempts to organize nurses in these states, 
the value system of the work culture is less support- 
ive of union affiliation by nursing professionals. Fig. 
15.3 shows nurses protesting during a 1-day strike in 
California in September 2011. In Professional Profile 
Box 15.2, you will read comments by Patricia Moyle 
Wright, PhD, RN, ACNS-BC, CNE, CHPN, who 
describes her views of the benefits of collective bar- 
gaining. 
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Fig. 15.3 “When nurses are on the outside, there’s something wrong on the inside.” So noted DeAnne 
McEwen, Co-President of the California Nurses Association (CNA), at a rally and 1-day RN strike on September 
22, 2011. Approximately 23,000 RNs, members of the CNA/National Nurses United, were protesting proposed 
cuts in nurses’ health care coverage and retiree benefits and widespread cuts in patient care services. Nurses 
carried signs that read, “Some cuts don’t heal.” (Courtesy California Nurses Association/National Nurses United.) 


In my workplace, | serve as the chairperson for the faculty 
union. | am responsible for ensuring that the administration 
honors the union contract, which describes working condi- 
tions, job responsibilities, salaries, and benefits. A contract 
iS negotiated through the bargaining process. Through my 
experience aS a member of the union's bargaining team, 
| found that negotiating a contract is truly an “eye-open- 
ing” experience because bargaining team members get a 
glimpse of what administrators would do if they had free 
reign. Members of the negotiating team begin the process 


of preparing for negotiations long before the two teams ever 
meet at the bargaining table. Most unions survey their mem- 
bers to determine which issues are of greatest importance. 
The negotiating team is then empowered to bargain for the 
things that matter most to the people in their bargaining 
unit. At the bargaining table, the union’s negotiating team 
works hard to secure gains for the membership, particularly 
in the areas cited by the members, which are usually relat- 
ed to salary, benefits, and working conditions. Many strate- 
gies are used throughout the negotiating process, and they 
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UNITED WE STAND, DIVIDED WE BEG: A NURSE’S VIEW OF COLLECTIVE 


BARGAINING—cont’d 


change from moment to moment. In general, however, one 
of the most important strategies the team uses is to avoid 
revealing which items are most important to their members 
because once the administration knows something is very 
important to the team, the cost of that item increases signifi- 
cantly. The cost of an item may be a concession in another 
area or an actual financial trade-off. Successfully negotiating 
a contract requires give-and-take. Sometimes the process 
goes smoothly and agreements are procured rather swiftly. 
Other times, it does not. If the bargaining process becomes 
stalled, particularly due to intransigence by the administra- 
tion, union leadership will direct a campaign aimed at pres- 
suring the administration into doing more to ensure that a 
fair contract is attained. Typically, the union takes actions 
such as instituting “work to rule,” which means that the 
members do only the minimum required by the contract, 
or launching a public relations campaign. The contract itself 
determines what recourse members of the bargaining unit 
have if those measures are unsuccessful. A strike is an op- 
tion of last resort and some contracts even include a “no 
strike/no lockout” clause that prevents union members from 
going on strike and administrators from locking employees 
out. The ultimate goal of contract negotiations is to devel- 
op a contract that provides fair remuneration, benefits, and 


BENEFITS OF JOINING A PROFESSIONAL 
ORGANIZATION 


A variety of benefits result from membership in profes- 
sional organizations. These range from certification and 
discounts on travel, products, and services, to opportu- 
nities to engage in research projects and learn political 
action strategies. 


Developing Leadership Skills 


Students who join the NSNA have opportunities to 
learn from and socialize with their peers in school and 
at the state and national levels. As NSNA members, they 
benefit from developing leadership and organizational 
skills that can be vital in their professional careers and 
personal lives. The NSNA embraces the following core 
values: Leadership and autonomy, quality education, 
advocacy, professionalism, care, and diversity (NSNA, 
2018). From the school chapter level to the state and 
national levels, nursing students learn how to work in 


work assignments. It should also provide union members 
with protections against practices that prevent them from 
doing their job well or create unsafe working conditions. The 
process works best when union members stick together, 
support each other, and refuse to settle for unreasonable de- 
mands. Unionization ensures that no worker stands alone. 


Patricia Moyle Wright, PhD, RN, ACNS-BC, CNE, CHPN 
University of Scranton, Scranton, PA 


Courtesy Patricia Moyle Wright. 


shared governance and cooperative relationships with 
peers, faculty, students in other disciplines, commu- 
nity service organizations, and the public. In addition 
to preparing students to participate in professional 
organizations, practicing shared governance also pre- 
pares students to work in health care delivery settings 
that incorporate unit-based decision making, such as 
Magnet hospitals. For complete details about all of the 
NSNAs programs, visit their website (www.nsna.org). 
Leadership skills are foundation blocks for nursing 
professional practice. Nurses have multiple opportunities 
to exercise leadership at the bedside, in clinical teams, and 
in management teams. The Nursing Alliance Leadership 
Academy (Nursing Organizations Alliance, 2018) was cre- 
ated to help nurses enhance leadership skills and focus on 
patients and care issues by inspiring and developing future 
nurse leaders. The academy also focuses on developing 
political skills and policy awareness (for more information, 
see www.nursing-alliance.org/dnn/Events/NALANursin- 
gAllianceLeadershipAcademy.aspx). 


CHAPTER 15 Political Activism in Nursing 


Professional associations offer a supportive environ- 
ment in which members can practice the acquisition of 
important leadership skills. Speaking publicly, planning 
projects, managing resources, and developing resolu- 
tions and position papers are opportunities to practice 
skills essential to formal leadership roles. It is no coin- 
cidence that nurses who are active in associations also 
tend to be recognized leaders in their work settings. 


Certification and Continuing Education 


Practicing nurses want to be recognized, through both 
compensation and position, for their level of profes- 
sional expertise. Toward those ends, they may pursue 
certification in a specialty area. Certification is granted 
through professional associations. As discussed in Chap- 
ter 4, certification is a formal but voluntary process of 
demonstrating expertise in a particular area of nursing. 
Certified nurses may receive salary supplements and 
special opportunities. For information about credentials 
in nursing, visit the website of the ANA’s subsidiary, the 
American Nurses Credentialing Center, which offers a 
range of certification credentials (www.nursecredential- 


ing.org). 


Political Activism 


Nurses depend on activism to protect their interests. For 
instance, nurses can obtain master’s- or doctoral-level 
preparation to become nurse practitioners and practice 
independently. These nurses deserve direct reimburse- 
ment for their work and need state laws that mandate 
direct reimbursement. Others work in settings in which 
there are not enough RNs available to provide the qual- 
ity of care the residents need. These nurses need laws 
that ensure appropriate RN staffing and control educa- 
tional requirements for unlicensed assistive personnel. 
In each of these instances, the ANA, labor unions, 
and specialty organizations are involved in political 
action with legislators and regulators in the government 
arena. There are those within these organizations who 
develop the positions that nursing organizations believe 
are in nursing’s best interests. There are a number of peo- 
ple within these organizations whose responsibilities are 
to advocate for legislation to support nursing’s position. 
The process of political action and policy recommen- 
dations involves both paid staff, usually in the govern- 
ment affairs department, and volunteer members of the 
organizations, usually practicing nurses. The legislative 
agenda—that is, the public policy issues the organiza- 
tion supports—is developed by members appointed by 


the board of directors, as well as by staff who are experts 
in political and policy issues. The board of directors 
approves the legislative agenda. Organizations with 
legislative agendas depend on members to lobby legis- 
lators. They provide members with background infor- 
mation and also create “talking points” to use when 
lobbying for the selected issue. You can read about the 
ANAs particular legislative interests online in the Pol- 
icy and Advocacy section (www.nursingworld.org). 
As part of the process of encouraging nurses to lobby, 
information is given on the website about specific bills 
along with talking points for writing or speaking with 
congressional representatives. Association members can 
be very influential in lobbying legislators, particularly 
when the constituency is nationwide and representative 
of different stakeholders. Learning how to be politically 
active increases the power of both the individual and the 
organization represented. 

Nursing organizations also work collaboratively 
through coalitions with other health professional and 
consumer groups. Such coalitions are focused on spe- 
cific issues. For example, Health Care Without Harm 
is a group of hundreds of organizations in 52 countries 
whose mission is to “transform health care worldwide 
so that it reduces its environmental footprint, becomes 
a community anchor for sustainability and a leader in 
the global movement for environmental health and 
justice” (Health Care Without Harm, 2018). Hollie 
Shaner-McRae, DNP, RN, FAAN, founded this organi- 
zation in 1996 when she became concerned about the 
waste created by disposable instruments in an operat- 
ing room. The organization is now a significant national 
and international force advocating for a healthy climate, 
safer chemicals, healthy and sustainable food, zero waste 
from the health care sector (including pharmaceuticals), 
clean air and water, green buildings, and human rights, 
including access to health care for all (Health Care 
Without Harm, 2018). 


Practice Guidelines and Position Statements 


Organizations serve an important function by defining 
practice standards, taking positions on practice issues, 
and developing ethical guidelines. For example, the 
ANA has positions on bloodborne and airborne dis- 
eases that include statements about HIV infection and 
nursing students. These positions are consistent with 
the ANA’ recommendation to require educational con- 
tent about such infections by qualified faculty, mandat- 
ing universal precautions, and providing postexposure 


support for students who may sustain a needlestick 
injury. These statements serve to guide the organiza- 
tion’s work in both the practice and the policy arenas 
and to help individual nurses within workplaces imple- 
ment the policy. Guidelines and position statements are 
based on evidence from research, as well as opinions of 
nurse experts in the field. 

Another example is the most recent revision of the 
Code of Ethics for Nurses (ANA, 2015). A task force 
was appointed by the board of directors to review 
the previous Code and create revisions and recom- 
mendations. The revisions went through a process of 
approval by many entities within the ANA: the Con- 
gress of Nursing Practice, the Board of Directors, and 
the House of Delegates, which speaks on behalf of all 
the members. Approval from so many groups within 
an organization ensures “buy-in” by the membership. 
Buy-in is important because the Code serves as an 
ethical standard for all practicing nurses, whether 
they are ANA members or not, and is therefore of 
critical importance. 

The NSNA also has a Code of Conduct (Box 15.1), 
which provides guidance for nursing students. This 
Code serves as the ethical foundation of student prac- 
tice. 


Other Benefits 


There are many other benefits of membership, such as 
access to journals, newsletters, and action alerts about 
particular topics that need immediate response; eligi- 
bility for group health and life insurance; networking 


BOX 15.1 


Preamble 

Students of nursing have a responsibility to actively pro- 
mote the highest level of moral and ethical principles and 
to embody the academic theory and clinical skills need- 
ed to continuously provide evidence-based nursing care 
given the resources available. Grounded in excellence, 
altruism and integrity, the clinical setting presents unique 
challenges and responsibilities while caring for people in 
a variety of health care environments. The Code of Aca- 
demic and Clinical Conduct is based on an agreement to 
uphold the trust that society has placed in us while prac- 
ticing as nursing students. The statements of the Code 
provide guidance for nursing students in the personal 
development of an ethical foundation for nursing prac- 
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with peers; continuing education opportunities; and 
discounts on products and services, such as car rentals, 
computers, or books. 


Deciding Which Associations to Join 


As you decide whether to belong to an association, visit 
the group’s website to find out more about its activities. 
Then ask yourself the following questions: 
1. What is the mission and what are the purposes of 
this association? 
2. Are the association’s purposes compatible with my 
own? 
3. How many members are there nationally, statewide, 
and locally? 
4. What activities does the association undertake? 
5. How active is the local chapter? 
6. What opportunities does the association offer for 
involvement and leadership development? 
7. What are the benefits of membership? 
8. Does the association offer continuing education 
programs? 
9. Does the organization lobby for improved health 
care legislation? How successful is it? 

10. Is membership in this association cost effective? 

11. Even if I am not active, what benefit will I derive 
from the legislative agenda and other activities that 
the association undertakes to advocate for nurses 
and patients? 

Answering these questions and speaking with cur- 
rent association members should provide nurses with 
adequate information to make reasoned decisions. 


National Student Nurses Association Code of Academic and Clinical Conduct 


tice. These moral and ethical principles are not limited to 
the academic or clinical environment and have relevance 
for the holistic professional development of all students 
studying to become registered nurses. 


Code of Academic and Clinical Conduct 
As students who are involved in the clinical and academic 
environments, we believe that ethical principles, in adher- 
ence with the NSNA Core Values, are a necessary guide 
to professional development. 
Therefore within these environments we: 
1. Advocate for the rights of all patients. 
2. Diligently maintain patient confidentiality in all re- 
spects, regardless of method or medium of commu- 
nication. 
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BOX 15.1 
Conduct—cont’d 


. Take appropriate action to ensure the safety of pa- 
tients, self, and others. 

. Provide care for the patient in a timely, compassion- 
ate, professional, and culturally sensitive and compe- 
tent manner. 

. Are truthful, timely and accurate in all communica- 
tions related to patient care. 

. Accept responsibility for our decisions and actions. 

. Promote excellence and leadership in nursing by en- 
couraging lifelong learning, continuing education, and 
professional development. 

. Treat others with respect and promote an inclusive 
environment that values the diversity, rights, cultural 
practices and spiritual beliefs of all patients and fel- 
low healthcare professionals. 

. Collaborate with academic faculty and clinical staff to 
ensure the highest quality of patient care and student 
education. 

. Use every opportunity to improve faculty and clinical 
staff understanding of the nursing student's learning 
needs. 

. Encourage mentorship among nursing students, fac- 
ulty, clinical staff, and interprofessional peers. 


First adopted by the 2001 House of Delegates, Nashville, TN. 


National Student Nurses Association Code of Academic and Clinical 


12. Refrain from performing skills or procedures without 
adequate preparation, and seek supervision and as- 
sistance when necessary. 

. Refrain from any deliberate action or omission in aca- 
demic or clinical settings that create unnecessary risk 
of injury to the patient, self, or others. 

. Assist the clinical nurse or preceptor in ensuring that 
adequate informed consent is obtained from patients 
for research participation, for certain treatments, or 
for invasive procedures. 

. Abstain from the use of any legal or illegal substances 
in academic and clinical settings that could impair 
judgment. 

. Strive to achieve and maintain an optimal level of per- 
sonal health. 

. Support access to treatment and rehabilitation for 
students who are experiencing impairment related 
to substance abuse and mental or physical health is- 
sues. 

. Uphold school policies and regulations related to ac- 
ademic and clinical performance, reserving the right 
to challenge and critique rules and regulations as per 
school grievance policy. 


Amended by the House of Delegates at the NSNA Annual Convention on April 7, 2017, in Dallas, TX. 


From www.nsna.org. 


POLITICAL ACTIVISM IN GOVERNMENT 


Now that you understand how professional organiza- 
tions use collective power to influence policy decisions, 
let us examine how policy influences the practice of 
nursing. The ability of the individual nurse to provide 
care is significantly affected by public policy decisions. 
Yet too few nurses are aware of the importance of their 
role in influencing such policy outcomes, because they 
miss the connection between their own practice and the 
world of public policy. 

As discussed in Chapter 6, state licensure of an RN 
derives from legislation that defines the scope of nurs- 
ing practice. The defined scope determines what a nurse 
legally can and cannot do. As a result of changes in edu- 
cation and clinical practice, nursing organizations influ- 
ence legislators to change state nursing practice acts to 
reflect what nurses are qualified to do. For instance, at 
one time the administration of intravenous medications 
was not within the scope of nursing practice but instead 


was limited to medical practice. It is difficult to imag- 
ine how a hospital or other health care setting could 
function today if this were still the case. Regulations are 
developed to guide the implementation of legislation. 
They affect practicing nurses and their work environ- 
ments. For example, the FDA, a regulatory agency of the 
federal government, sets the rules for administering and 
documenting the administration of narcotics. The FDA 
is a division of the Department of Health and Human 
Services. The way in which such regulations are written 
can greatly affect nursing practice. 

The regulations in each state governing nursing 
practice are contained in the state's nursing prac- 
tice act. When the regulations change—for example, 
adding a requirement for continuing education for 
license renewal—it affects all nurses in the state. For 
advanced practice nurses, there are a variety of regu- 
lations related to prescription writing and autonomy 
issues. These change from time to time, and if nurses 


do not actively participate in changes, new regulations 
can restrict rather than enhance nursing authority for 
regulated activities. 

Broader issues affecting the nursing profession are 
also political in nature. Issues of pay equity, or equal 
pay for work of comparable value, are of concern to 
nurses because they have been chronically underpaid 
for their work. One of the earliest cases demonstrating 
the inequality of nursing salaries involved public health 
nurses in Colorado. These nurses brought a case against 
the city of Denver stating that they were paid consider- 
ably less than city tree trimmers and garbage collectors. 
The nurses demanded just compensation for their work 
by demonstrating that nursing requires more complex 
knowledge and is of greater value to society than the 
other occupations (although certainly the value of these 
other workers is not to be trivialized). 

As a result of this suit, recognition of nursing’s low pay 
was brought to public attention, which in turn mobilized 
public support for increasing nursing salaries. This is an 
example of political action by nurses that resulted in both 
policy outcomes (regulations that expanded compara- 
ble pay issues to other jobs) and professional outcomes 
(salary increases for the individual nurse). More recently, 
the issues of nurse-patient ratios and staffing increas- 
ingly have come under scrutiny. Nurses in California 
mobilized the public and other constituency groups 
to get the first legislation requiring specific nurse-to- 
patient ratios passed in 1999; however, the regulations 
were not implemented until 2004. As of 2018, only 14 
states had implemented legislation or adopted regula- 
tions related to nurse staffing (California, Connecticut, 
Illinois, Massachusetts, Minnesota, Nevada, New Jersey, 
New York, Ohio, Oregon, Rhode Island, Texas, Vermont, 
Washington) (ANA, 2018b). You can find details of the 
ANA’ principles of nurse staffing and a list of states with 
staffing laws at www.nursingworld.org/MainMenuCat- 
egories/Policy-Advocacy/State/Legislative- Agenda-Re- 
ports/State-StaffingPlansRatios. As of 2018, California 
was the only state requiring minimum nurse-patient 
ratios to be met at all times by unit. Massachusetts's law 
requires intensive care unit staffing at a 1:1 or 1:2 nurse- 
to-patient ratio, depending on how stable the patients are. 


Becoming Active in Politics: “The Personal Is 


Political” 
Women involved in the feminist movement in the 
1960s coined the phrase “The personal is political.” This 
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statement recognized that each individual—woman or 
man—could use personal experience to understand and 
become involved in broader social and political issues. 
This concept enabled individuals who did not consider 
themselves political to gain insight into what needed to 
be changed in society and how they could help bring 
about the change. It gave power to each individual and 
resulted in people becoming involved in the political 
process—usually for the first time. 

This premise of personalizing the political process 
has become a fundamental activity for organized nurs- 
ing. Nurses at the grassroots level become involved in 
advocating for legislation and supporting candidates 
for elective office, because they understand the rela- 
tionship between public policy and their professional 
and personal lives. Most associations, such as the ANA, 
American Association of Colleges of Nursing, American 
Hospital Association, and numerous specialty nursing 
organizations, actively engage in lobbying to advocate 
for the professional concerns of their members. Con- 
temporary nursing leaders recognize that “being polit- 
ical? both through professional associations and as 
individuals, is a professional responsibility essential to 
the practice and promotion of the nursing profession. 

This chapter started with a discussion about national 
politics because this was the source of a great deal of 
media coverage and public interest during the primary 
season and presidential elections of 2012 and 2016. 
However, remember that an important premise in the 
earlier discussion was that much of what affects our day- 
to-day lives occurs at the state and local levels. When 
you work in a practice setting, your scope of practice is 
set by state law in the nursing practice act and is enacted 
by your state board of nursing, which also is also the 
governmental agency that licenses you and certifies your 
ongoing safety for practice. You may be late for work 
today because of repairs being done on an old bridge, 
from funding through America Fast Forward bonds, 
an initiative to fund the improvement of state and local 
infrastructure. Because you are then in a hurry to get to 
work, you may be pulled over by your local police officer 
for speeding, and although she is sympathetic to your 
need to get to work, she cannot overlook the fact that 
you were both speeding and driving with an expired 
license, which you had been meaning to renew but had 
not gotten around to. You have been busy working extra 
shifts because your unit is short staffed, and the local 
economic conditions have required a hiring freeze, 
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meaning that you are going to continue to be busy for 
a while. Each of these situations affecting your day-to- 
day life reflects the notion that you are always, one way 
or another, in some situation that involves legislation, 
regulation, or another form of government intervention. 
The personal is political, and the political is personal. 

During the past 50 years of changing national and 
state health policies, nurses have increased their polit- 
ical astuteness. Through the well-orchestrated efforts of 
the ANA, other professional organizations, constituent 
member associations, and political action committees 
(PACs), nurses are now participating more effectively 
in both governmental and electoral politics than in the 
past. Nursing PACs raise and distribute money to can- 
didates who support the profession’s stand on certain 
issues. Nurses’ endorsements of candidates have become 
a valued political asset for many local, state, and national 
candidates. 

Nurses can make a difference in health policy out- 
comes. Through the political process, nurses influence 
policy in a variety of ways: by identifying health prob- 
lems as policy problems; by formulating policy through 
drafting legislation in collaboration with legislators; by 
providing formal testimony; by lobbying governmen- 
tal officials in the executive and legislative branches to 
make certain health policies a priority for action; and by 
filing suit as a party or as a friend of the court to imple- 
ment health policy strategies on behalf of consumers. 
All major nursing professional associations engage in 
these activities. Because the ANA is the major organiza- 
tion that speaks for all nurses, specific examples of influ- 
encing public policy will be drawn largely from ANAs 
activities. 

The ANA reports on the progress of nursing influ- 
ence with the President, members of Congress and their 
staffs, and the regulatory agencies that set policy for 
health programs online on the Policy and Advocacy sec- 
tion of nursingworld.org. Such activity reflects the work 
of both ANA members and ANA staff. The ANA’ politi- 
cal activity in Washington, D.C., is mirrored throughout 
the United States by other nursing organizations and by 
ANA constituent member associations conducting sim- 
ilar work with their state governments. 

Recognizing the power behind the collective voice of 
nurses, the ANA declared 2018 as the Year of Advocacy 
for nurses to “inspire, innovate, and influence.” Stories of 
how nurses have advocated at the bedside, in the board- 
room, and even globally are shared through social media 


as means of inspiring others to action through advocacy. 
The ANA has created RNAction as a portal to provide 
the latest updates on health policy developments and 
advocacy opportunities through regular text messages 
to those who sign up to receive the notifications. By 
alerting RNAction members, ANA can rapidly mobilize 
nurses to lobby their federal representatives to support 
or oppose particular legislation or rules and regulations. 
Through the use of digital media and other resources, 
RNAction members can respond by sending well-timed, 
well-targeted messages to members of Congress. You 
can sign up for RNAction at http://p2a.co/Z5pXOHC. 
Organized activity identifying, financially support- 
ing, and working for candidates who are committed to 
nursing and “nurse-friendly” issues has dramatically 
increased in the past two decades. The electoral process 
is an essential function of the professional association. 

Individual nurses can make a difference in policy 
development and elections. Either by election or by 
appointment, nurses need to be making health policy 
decisions, not just influencing them. Getting elected 
or appointed requires visibility, expertise, energy, risk 
taking, and a belief that policy and politics are critically 
important in achieving nursing’s goals. 


GETTING INVOLVED 


To get involved, a nurse must begin to understand the 
connections between individual practice and public pol- 
icy. Once that happens, it is easy to get started. Three 
levels of political involvement in which nurses can par- 
ticipate are as nurse citizens, nurse activists, and nurse 
politicians. 


Nurse Citizens 


A nurse citizen brings the perspective of health care to 
the voting booth, to public forums that advocate for 
health and human services, and to involvement in com- 
munity activities. For example, budget cuts to a school 
district might involve elimination of school nurses. At a 
school board meeting, nurses can effectively speak about 
the vital services that school nurses provide to children 
and the cost-effectiveness of maintaining the position. 
Nurses tend to vote for candidates who advocate for 
improved health care. Here are some examples of how 
the nurse citizen can be politically active. 
° Register to vote. 
¢ Vote in every election. 


¢ Keep informed about health care issues. 

¢ Speak out when services or working conditions are 
inadequate. 

¢ Participate in public forums. 

* Know your local, state, and federal elected officials. 

¢ Join politically active nursing organizations. 

¢ Participate in community organizations that need 
health experts. 

Once nurses make a decision to become involved 
politically, they need to learn how to get started. One of 
the best ways is to form a relationship with one or more 
policymakers, and clear communication is key in influ- 
encing them (Box 15.2). 


Nurse Activists 


The nurse activist takes a more active role than the nurse 
citizen and often does so because an issue arises that 
directly affects the nurse’s professional life. The need to 
respond moves the nurse to a higher level of participa- 
tion. An early nurse activist, Lillian Wald, whose picture 
opens this chapter, left a notable and lasting legacy after 
responding to the needs of vulnerable populations in 
New York City by establishing the Henry Street Settle- 
ment, which still is in operation more than a century 
later. Credited with establishing public health nursing, 


BOX 15.2 Clear Communication: The Key 
to Influence 


Cultivate a relationship with policymakers from your 
home district or state. Communicate by visits, phone, 
e-mail, and letters. When contacting policymakers, do 
all of the following: 
e State who you are (a nursing student or RN and a 
voter in a specific district). 
Identify the issue by a file number, if possible. 
Be clear on where you stand and why. 
Be positive when possible. 
Be concise. 
Ask for a commitment. State precisely what action 
you want the policymaker to take. 
Give your return address, e-mail address, and phone 
number to urge dialogue. 
Be persistent. Follow up with calls or letters. 
If you plan to visit your policymaker, make your 
appointment in advance in writing and indicate what 
issue you are interested in discussing. 
Be quick to thank policymakers when they do some- 
thing you support. 
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her tireless work on behalf of impoverished immigrants 
in New York City embodied her belief that the work of 
nurses was significant in improving the health of vulner- 
able people. Wald was also a member of the founding 
group of the National Association for the Advancement 
of Colored People (NAACP). Today’s nurse activist may 
respond to a specific need not possibly envisioned in 
Wald’s day. Several nurse activists are presented at vari- 
ous points in the chapter, some of whom became activ- 
ists in response to a specific issue that became salient to 
their lives. 
Nurse activists can make changes by doing the fol- 
lowing: 
¢ Joining politically active nursing organizations 
* Contacting a public official through letters, e-mails, 
or phone calls 
¢ Registering people to vote 
¢ Contributing money to a political campaign 
¢ Working in a campaign 
¢ Lobbying decision makers by providing pertinent 
statistical and anecdotal information 
¢ Forming or joining coalitions that support an issue of 
concern 
¢ Writing letters to the editor of local newspapers 
¢ Inviting legislators to visit the workplace 
¢ Holding a media event to publicize an issue 
* Providing or giving testimony to legislators and reg- 
ulatory bodies 
Box 15.3 includes guidance on how to affect health 
policy development. 


Nurse Politicians 


Once a nurse realizes and experiences the empowerment 
that can come from political activism, he or she may 
choose to run for office. No longer satisfied to help oth- 
ers get elected, the nurse politician desires to develop the 
legislation, not just influence it. Five nurses were elected 
in 2014 to the 114th Congress of the United States. Two 
of these nurses have been serving in the House of Repre- 
sentatives for 17 years or more. In 1992 Congresswoman 
Eddie Bernice Johnson (D-TX) (Fig. 15.4) was the first 
nurse elected to the U.S. House of Representatives and 
has been consistently reelected since. She received her 
bachelor of science in nursing (BSN) from Texas Chris- 
tian University in 1967 and later earned her master’s 
degree in public administration from Southern Meth- 
odist University. In 1998 Congresswoman Lois Capps 
(D-CA) (Fig. 15.5) became the third nurse to be elected 
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BOX 15.3 Key Questions for Nurses Who 
Want to Affect Health Policy 


. Know the system. Is it a federal, state, or local is- 
sue? Is it in the hands of the executive, legislative, 
or judicial branch of government? 

. Know the issue. What is wrong? What should hap- 
pen? Why is it not happening? What is needed— 

eadership, a plan, pressure, or data? 

. Know the players. Who is on your side, and who 

is not? Who will make the decision? Who knows 

whom? Will a coalition be effective? Are you a mem- 
ber of the professional nursing organization? 

now the process. Is this a vote? Is this an appropri- 

ation? Is this a legislative procedure? Is this a com- 

mittee or subcommittee report? 

now what to do. Should you write, call, arrange a 
unch meeting, organize a petition, show up at the 
hearing, give testimony, demonstrate, or file a suit? 


gress. 


to the House of Representatives. Congresswoman Capps 
was a longtime leader in health care and a school nurse. 
After her election to Congress, she drew on her exten- 
sive health care background to co-chair the House Dem- 
ocratic Task Force on Medicare Reform, and in 2003 she 
founded the Bipartisan Congressional Caucus on Nurs- 
ing and the Bipartisan School Health and Safety Cau- 
cus. Capps founded and served as chair of the House 


Fig. 15.5 Rep. Lois Capps (D-CA), a nurse who served in Con- 
gress. 


Nursing Caucus. She retired in 2017. Newer members of 
Congress include Congresswoman Karen Bass (D-CA), 
who was a nurse who became a physician assistant and 
participated in community organizing. She is the former 
speaker of the California Assembly and the first African 
American woman to lead the Assembly. Diane Black 
(R-TN), a former emergency department nurse and 
community organizer, previously served as a member of 
the Tennessee State House and Tennessee State Senate 
(ANA, 20180). 

Two other members of the U.S. Senate are high-pro- 
file “friends of nursing” Senator Richard Durbin (D-IL) 
(Fig. 15.6) introduced legislation (S. 497) in March 2009 
backed by the American Organization of Nurse Execu- 
tives and other nursing groups that would provide grants 
to nursing schools for faculty and other resources to 
increase enrollment. In mid-2015, Senator Durbin intro- 
duced a bill to expand a program to assist caregivers of 
veterans of Iraq and Afghanistan to include all veterans. 
Durbin was instrumental in the passage of legislation 
that created the Caregiver Program in the Caregivers 
and Veterans Omnibus Health Services Act of 2009. 
The program provides home health training, peer sup- 
port, and financial stipends to the caregivers of veterans 
with severe injuries. Senator Barbara Mikulski (D-MD) 


Fig. 15.6 Sen. Richard Durbin (D-IL), a friend of nursing. 


(Fig. 15.7) was a member of the U.S. Senate from 1987 
to 2017. As a senior member of the Senate Appropria- 
tions Committee, she announced the 2009 Omnibus 
Appropriations Act in March 2009, which contained 
several important health care-related measures. This 
bill provided $171 million for nursing programs for the 
Advanced Nursing Education Program, the Nurse Loan 
Repayment and Scholarship Program, and the Nurse 
Faculty Loan Program, all of which are dedicated to 
addressing the nationwide nursing and nursing faculty 
shortage. Before entering politics, Senator Mikulski was 
a social worker in Baltimore, where she worked with 
at-risk children and educated seniors about Medicare. 
Nurses have shown that they can take on important 
and public roles in speaking for health care and for the 
profession of nursing. To be effective agents of change, 
nurses can do the following: 
¢ Run for an elected office. 
¢ Seek appointment to a regulatory agency. 
¢ Be appointed to a governing board in the public or 
private sector. 
¢ Use nursing expertise as a frontline policymaker who 
can enhance health care and the profession. 
Nurses who have achieved success as leaders often 
started with no knowledge of the political process and 
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Fig. 15.7 Sen. Barbara Mikulski (D-MD), a friend of nursing. 


no expectations of the greatness they would achieve. 
Instead, they became involved because some issue, 
injustice, or abuse of power affected their lives. Instead 
of complaining or feeling helpless, they responded by 
taking an active role in bringing about change. The story 
of nurse and retired Congresswoman Carolyn McCarthy 
(D-NY) is such an example. McCarthy was a licensed 
practical nurse who ran for office as a result of her stance 
on gun control. Her husband was killed and her son crit- 
ically injured after a lone gunman with a 9-mm semiau- 
tomatic pistol walked through a train on the Long Island 
Railroad and killed 6 people and wounded 19 others. 
McCarthy was suddenly thrown into the national spot- 
light when she challenged the incumbent congressman 
running for office on his stand supporting a repeal on a 
ban for assault rifles. Her ability to speak passionately 
about the issue led to her campaign against the incum- 
bent and her election to his seat. For 18 years, McCar- 
thy was a leader in the House of Representatives on gun 
control, as well as on nursing issues. She retired in 2015. 
The mark of a leader is the ability to identify a prob- 
lem, have a goal, and know how to join others in reach- 
ing that goal. A leader must ask the right questions, 
analyze the positive and restraining forces toward meet- 
ing the goal, and know how to obtain and use power. A 
leader must know how to ask for help and how to give 
support to those who join the effort. These are the marks 
of nursing leaders who have become political experts. 
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NURSING NEEDS YOUR CONTRIBUTION 


You no doubt hope to change the world (and you can), 
but at the same time you hope you pass your upcoming 
end-of-semester exams—a task that may seem daunting 
enough without your political aspirations intruding. 
You can do both. As mentioned throughout this book, 
mentors can help you become who you want to be. A 
mentor serves as a role model but also actively teaches, 
encourages, and critiques the process of growth and 
change in the learner. You might consider forming a 
relationship with a political mentor. All nurses who 
have become political leaders have found mentors along 
the way to guide and support their growth. Your men- 
tor could be a faculty member, such as the adviser to 
the nursing student organization or honor society, who 
can teach you leadership skills. Ask for help in running 
for a class office or student council president. If elected 


office does not appeal to you, use your political skills to 
develop a school or community project with other nurs- 
ing students. You might find a problem during a clinical 
experience that inhibits your ability to provide the level 
of care that you wish to provide. Seek a faculty member 
or nurse in a clinical facility who can guide you through 
the process of policy change within the agency or insti- 
tution. 

Seek the help and support of your friends and peers 
in your activity. The importance of grassroots organiza- 
tion that characterized the most recent election cycles 
has demonstrated the effectiveness of get-out-the-vote 
(GOTV) activities and becoming involved in politics at 
local, state, and national levels. In addition, no matter 
what your political leanings or positions on issues, it is 
important that, as a nurse and as a citizen of the democ- 
racy, you exercise your right to vote. 


e Concept: Professional associations are the vehicle 
through which nursing takes collective action to 
improve both the nursing profession and health care 
delivery. 

Challenge: There are many nursing associations from 
which to choose, offering a variety of benefits to 
the public, to the nursing profession, and to indi- 
vidual members. Selecting which associations to 
join can be a challenge. 

e Concept: Professional organizations and professional 
nurses have much to offer in formulating policy 


decisions at federal, state, and local levels and in each 

branch of government. 

Challenge: Becoming politically active is as easy as 
signing your name in support of an issue, register- 
ing to vote, organizing a project, or speaking out 
on an issue. 

e Concept: Today, organized nursing is involved in 
politics at many levels in promoting comprehensive 
health reform and creating a safer workplace. 
Challenge: Political involvement is empowering; one 

person can make a difference. 


—_ 


. Look in the media for articles, blog posts, or other 
communications about legislation that supports 
nursing’s concerns, such as nurse-patient ratio leg- 
islation, or other nursing-related or patient-related 
legislation pending in your state. Contact your rep- 
resentative and/or senators with your opinion about 
the legislation. 

2. Is there a student nurses association on your campus? 

If there is, consider joining. If there is not a student 

nurses association, consider establishing one. For 

resources, go to www.nsna.org. 


3. As a student, attend a local or state nurses associa- 
tion meeting to gain a better sense of the issues in 
the profession so that you can be prepared for what 
lies ahead when you graduate. How is the association 
addressing these issues? Do they interest you? How 
can you get involved? 

4. Consider the following hypothetical situation: You 
are near the end of your final clinical course, a cap- 
stone experience in which you have spent almost 
all of your senior year working with RNs on a med- 
ical unit. You have seen how working conditions 


negatively affect patient care, and you are very con- 
cerned. You learn that the nurses in this hospital are 
unionized and are planning a 3-day strike in 2 weeks. 
You support their efforts very much and mention 
the planned strike to your clinical faculty, who, you 
discover, is very antiunion. She threatens to fail you 
for the course if you participate in the nurses’ strike. 
How do you respond? What is at stake if you strike? 
What is at stake if you do not strike? 

5. Consider registering to vote if you are not already reg- 
istered, and find out what your state laws are regarding 
voter identification, early voting, absentee voting, and 
other issues that may affect your right to cast a ballot. 

6. Because nurses have differing personal and political 
values, it has been a challenge to get them all united 
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LEARNING OUTCOMES 


After studying this chapter, students will be able to: 

e Describe the major challenges facing the profession 
of nursing. 

e List ways that nurses can protect the image of 
nursing. 


Nursing is a profession steeped in tradition yet respon- 
sive to the changing world around us. Nurses Florence 
Nightingale, Lillian Wald, and Isabel Hampton Robb 
were heroes, and their legacies continue today. Yet the 
work of nursing today rarely feels heroic; sometimes it 
just feels like the hard work that it is. Often, nurses are 
referred to as “unsung heroes” of health care. 

Photographer and filmmaker Carolyn Jones has 
produced a documentary The American Nurse: Healing 
America and a book The American Nurse published in 
2012. This inspiring film and book chronicle the lives 
and work of nurses in many settings (Jones, 2015). The 
faces of the nurses capture America—male, female, 
Black, White, Asian, Latino—in a way that no pie chart 
or list of statistics can possibly illustrate. The faces of 
nursing today stand in stark contrast to those featured 
in the historical documentary Sentimental Women 
Need Not Apply: A History of the American Nurse (see 
Chapter 4). Nursing in America has come a long way in 
response to a world changed by war, social movements, 
and economics. 


¢ Describe how incivility escalates along a continuum. 

e Explain how nursing’ role in caring for the environment 
is related to health. 

e Describe four major components of the American 
Nurses Association’s Health System Reform Agenda. 


You have learned about several papers, books, and 
policy statements that call for nursing to evolve in 
response to the complex needs of today’s world. Evo- 
lution means changing in ways that are specific and 
responsive to changes in the surrounding world. Author 
George Bernard Shaw once wrote, “Progress is impossi- 
ble without change, and those who cannot change their 
minds cannot change anything” Progress is movement 
forward. In this short chapter, you will be presented with 
challenges for change and progress in nursing that move 
from the individual—you—to the global. 


THE CHALLENGE: CARING FOR YOURSELF 


Nurses have an obligation to care for self as highlighted 
in the American Nurses Association (ANA) Code of 
Ethics for Nurses with Interpretive Statements, Provi- 
sion 5 (2015). However, the challenge is that nursing is 
hard work—physically, mentally, and emotionally—and 
yet at the end of their workdays, many nurses go home 
to encounter other demands of adult life, including 
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parenting, care of elderly parents, and economic stresses. 
Many younger nurses enter the profession at a time when 
they are of age to become parents. Older nurses face the 
common situation of the “sandwich” generation, refer- 
ring to people at midlife who face both the challenges 
of parenting teens and increasing responsibilities for 
their own parents. Family is usually one’s priority over 
work and career, although today’s economic conditions 
require many nurses to continue to work even though 
the demands of their families are high. Balancing the 
responsibilities of work and family can be stressful, 
making concentrating on one’s work difficult and leav- 
ing little time for self-care. 

The hard work of nursing lies in the fact that nurses 
bear heavy responsibilities that they take very seriously. 
There is no question that nurses affect the lives of their 
patients in ways that cannot be quantified or fully appre- 
ciated. The works of Aiken and of Buerhaus, both men- 
tioned at different points throughout this book, have 
shown consistently that registered nurses (RNs) make a 
profound difference in the quality of care of patients in 
hospitals. Projections show that the supply of nurses is 
increasing, but with the workforce aging and the demand 
for professional nurses, there likely will still be shortages 
of nurses in some states by 2030 (U.S. Department of 
Health and Human Services, Health Resources and Ser- 
vices Administration, National Center for Health Work- 
force Analysis, 2017). 

These predictions, the hard work of nursing, the 
working environment, and the economic and family 
stresses that nurses often experience can lead to any 
number of responses, some healthier than others. Selye, 
who described the body’s response to stress as the gen- 
eral adaptation syndrome, recognized that unresolved 
stress over time eventually changes one’s body as it 
attempts to restore homeostasis. Selye noted, “Every 
stress leaves an indelible scar, and the organism pays for 
its survival after a stressful situation by becoming a little 
older” (Selye, n.d.). 

You can probably describe the basis of nursing as car- 
ing, citing theorists, books, and papers that support this key 
concept in nursing. However, the caring work that nurses 
do can have consequences such as secondary traumatic 
stress or compassion fatigue discussed in Chapter 13. 

Caring for yourself is foundational to being able 
to care for others, whether it is the professional car- 
ing characteristic of nursing or the personal caring for 
your friends and family. Seventeen years ago, Carolyn 
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Cooper, PhD, RN, published a unique book, The Art of 
Nursing: A Practical Introduction (2001), in which she 
claimed that foundational to caring for others is caring 
for oneself and her work is just as relevant today. Not- 
ing that “Nursing teaches hard lessons” (p. 250), Cooper 
identified the challenges to self-care for nurses: burn- 
out, professional dynamics, and personal responses to 
nursing. Notably, what Cooper did not do is create a 
standard formula for those activities that you can read 
in most self-help books or websites: exercise, sleep, eat 
well—today’s almost clichéd recipe for “taking care of 
yourself” 

Importantly, what Cooper did do was challenge 
nurses to pay attention to “environmental challenges 
that may be depleting” (p. 256). By paying attention, you 
can name specifically what is depleting you, what can 
be done about it, and then act on it. What you do is not 
as important as doing something, thereby positioning 
yourself to take care of yourself (p. 256). By acting, you 
bring to the forefront those parts of your life over which 
you can take charge. You now are making informed 
choices—and are taking responsibility for those choices. 
Here is an example: 

Alan is a nurse with 3 years’ experience in critical 
care; he has developed excellent assessment skills and 
is known for being calm under pressure. He has taken 
advanced life support training, and at every opportunity 
attends continuing education courses, conferences, and 
has joined his professional organization. He has gotten 
the reputation for being a “superstar” on his unit. His 
dream job gets posted: there is an opening on the flight 
team. Alan applies and “aces” his interview. He is not 
hired for his dream job. He described his response: “T 
was really mad and took it out on my colleagues for a 
few days. I was going to quit, I was going to sue, you 
name it. Then a colleague told me to get over myself 
and go find out why I wasn't hired. So I did” What he 
learned was that despite his excellent credentials, he had 
one fatal flaw: he had developed the reputation for being 
somewhat arrogant and a “hothead” Alan took this 
feedback and wrestled with its implications. He could 
take charge of his responses to stressful circumstances, 
which he did. Although he has not yet completely “mel- 
lowed out,” he has used this humbling experience to take 
responsibility for his actions. He still wants to be a flight 
nurse someday. 

According to Cooper (p. 257), Alan used this situa- 
tion to assess his vision of his career and what influenced 
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Fig. 16.1 Our pets have a good way of reminding us of the 
healthful simplicity of eating, sleeping, and playing. (Photo used 
with permission from iStockphoto.com.) 


his career, and he acted accordingly. Knowledge of self 
is a form of self-care. This allows you to understand 
changes both in yourself and in the profession of nurs- 
ing. Change can be difficult, and successful adaptation 
to change “entails abandoning the hope of always con- 
trolling work-related changes, accepting the reality that 
change is inevitable, tolerating the unpredictability of 
the future” (p. 257), which can lead to creative problem 
solving rather than being a victim of one’s circumstances. 
Alan, in the previous example, refused to be a victim 
of his circumstances—not getting hired for his dream 
job—by taking specific steps to change in response to 
information that was both painful and helpful. 

Using this larger view of self-care, exercising, sleeping, 
and eating well are healthful responses to true caring for 
one’s self. There are other forms of self-care that you may 
find helpful, including volunteering, becoming involved 
in a hobby, honoring your spiritual tradition, having a 
pet, or other source of renewal that keeps you balanced 
and energetic (Fig. 16.1). Achieving balance through a 
variety of practices and activities is important to your 
health, which in turn will allow you to be more effective 
in all of the roles you fulfill in your life—as a student, 
nurse, spouse, parent, daughter or son, and friend. 


THE CHALLENGE: CARING FOR THE 
PROFESSION 


Nurses own nursing and nursing practice. Nursing has 
become a profession with a distinct body of knowledge 
and self-regulation, with a science that continues to be 


developed and a central role in the evolving health care 
system of today. This success reflects the tremendous 
work of nurses who have been relentless in their efforts 
on behalf of the profession, and ultimately on behalf of 
our patients. It remains a challenge for today’s nurses— 
including students—to continue to be responsive to the 
changing landscape of health care and to move nursing 
into positions of power and influence in the health care 
system. Here are some suggestions. 


Join Professional Organizations 

You have been introduced in this text to some of the 
most pressing challenges to nursing today. One of the 
key problems, and one to which you can respond read- 
ily, is the lack of involvement of nurses in professional 
organizations and the ANA through your constituent 
state organization. Professional organizations such as 
the Association of Nurses in AIDS Care (ANAC), Amer- 
ican Association of Critical-Care Nurses (AACN), and 
Association of Women’s Health, Obstetric and Neona- 
tal Nurses (AWHONN), among many others, provide 
up-to-date information about the state of the clini- 
cal practice area in which you work or are interested. 
These organizations provide many outlets for keeping 
your practice current with the latest developments and 
research through conferences, webcasts, position papers, 
websites for members only, and journals. Although there 
are annual dues, the work of these organizations pays off 
in keeping you involved and current in your practice, 
aware of developments in standards of care in your prac- 
tice area, and advocating for policy change on the behalf 
of nursing. 

The ANA and its constituent state members is the 
official voice of nursing. The code of ethics, scope and 
standards of care, and articulation of nursing’s social 
policy are developed and advanced through the ANA. 
As the official voice for nurses, the ANA publishes 
position papers on a wide variety of issues and topics 
and has a political action committee that raises funds 
from constituent member association members and 
contributes to political candidates at the federal level 
whose views of health care legislation and regulation 
are consistent with those of the ANA. Sadly, only 
about 10% of RNs in the United States are members 
of the ANA’s constituent organizations, meaning that 
nurses are silencing their own voices by not partici- 
pating in the work of this organization dedicated to 
the profession. 


Protecting the Image of Nursing 

Care of the profession also means that as a nurse, you 
become aware of the image of nursing in the media and 
respond appropriately to both negative and positive 
portrayals of nurses. The Truth About Nursing is a non- 
profit organization with the mission to “increase public 
understanding of the central, front-line role nurses play 
in modern healthcare.” The organization asks nurses to 
take responsibility for its public image by monitoring 
media images of nursing. Nurses can thereby advocate 
for accurate images by contacting the organizations/ 
companies with negative or inaccurate images, boycott 
programs, and applaud efforts of organizations that do 
portray an accurate image of nursing (www.truthabout- 
nursing.org). This watchdog organization keeps the 
image of nursing front and center in its mission, such as 
by advocating for the halt of a Netflix production called 
Ratched, a series that would negatively represent the 
nursing profession (Truth About Nursing, 2018). A past 
story included the coverage of the 2014 Ebola outbreak 
that eventually brought two American nurses into the 
spotlight: an RN from Texas who contracted Ebola from 
caring for a patient who eventually died from the virus 
and a nurse from Maine who was quarantined unnec- 
essarily in New Jersey after returning from her work in 
Africa with patients with Ebola (Truth About Nursing, 
2014). Each nurse was referred to in the media as “Ebola 
nurse,” a designation that trivialized their experiences 
and ignored their vital work. Truth About Nursing 
noted that the media consulted chief nurse Susan Mitch- 
ell Grant, MS, RN, NEA-BC, FAAN (Emory University 
Hospital), who explained why her facility accepted the 
first patients with Ebola brought into the United States. 
Truth About Nursing also pointed out that otherwise, 
physicians were heavily featured in accounts about car- 
ing for patients with Ebola. 

The persistent underreporting or even disappearance 
of nurses from media coverage of health-related events 
poses a challenge in getting the media to pay attention 
to the expertise and work of nursing. Examples of min- 
imizing the value of the work nursing does is the use 
of the phrase “nursing secrets” in a magazine and on a 
popular TV show hosted by a physician. This trivializes 
nursing knowledge as a list of “tips” rather than substan- 
tive science that promotes wellness, prevents serious 
complications, and otherwise improves lives. 

Another damaging problem for nurses is the highly 
sexualized images of nurses often portrayed in the 
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Fig. 16.2 Images that are meant to be humorous are still hurt- 
ful to nursing. This cartoon image diminishes the work and 
reputation of nurses. (Photo used with permission from iStock- 
photo.com.) 


media and other venues. In 2012 nurses were outraged 
over the portrayal of nurses by the Dallas Mavericks 
of the National Basketball Association, whose dancers 
performed a halftime routine in revealing “naughty 
nurse” costumes complete with nursing caps to the tune 
of the old song that begins, “Doctor, doctor...” (Truth 
About Nursing, 2012). The image in Fig. 16.2 demon- 
strates the insidious message from even cartoon figures: 
a very slender White nurse with long blonde hair, a cap, 
a short white uniform, and heels is winking and blowing 
a kiss at some unknown recipient of her attention. This 
image is mild compared with the grotesquely sexualized 
images of nurses that are easy to find on the Internet and 
elsewhere. Nurses must protest the use of these images 
commercially and for entertainment. 


Maximizing Your Education 

Another way of caring for the profession is for nurses 
to become as educated as possible and to work at the 
upper limits of their education. From Chapter 4, you 
learned that nursing education is undergoing significant 
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Fig. 16.3 The continuum of incivility goes from simple acts such as being distracting and eye-rolling to 
aggressive behaviors and bullying. (Courtesy Cynthia Clark.) 


changes. With the increasing complexity of the health 
care system—and the society in which that system 
operates—the issue of the requirement of a bachelor of 
science in nursing (BSN) degree for entry into practice 
is likely to get significant traction over the next several 
years. Already, significant numbers of nurses with asso- 
ciate degrees are returning to college to complete their 
BSN. The doctor of nursing practice (DNP) degree 
may eventually replace the master of science in nursing 
(MSN) degree for advanced practice nurses, although 
the MSN will continue to be offered for other purposes. 

The doctor of philosophy (PhD) degree will remain 
the degree for nurse scientists, with intense training 
in research methods and scholarship. PhD-prepared 
nurses will continue to be needed to advance the science 
of nursing, and DNP-prepared nurses will join the ranks 
of other health care providers for whom a doctorate is 
the degree for advanced clinical practice. Nurses have 
the opportunity at this transformational time in health 
care to assume their rightful place as leaders in primary 
care and other forms of practice for which they are well 
prepared. 


Promoting Civility 

Incivility in nursing is a troubling problem that is get- 
ting increasing attention, so much that in 2015 the 
ANA published a position statement on incivility, bul- 
lying, and workplace violence. In a profession dedicated 
to caring for strangers, the spiral of incivility is diffi- 
cult to explain but crucial to address. In March 2011 
Medscape Nurses, a widely read web-based source of 
information about nursing, featured an interview with 


Cynthia Clark, PhD, RN, and Sara Ahten, MSN, RN, 
who addressed several aspects of nursing incivility (Sto- 
kowski, 2011). They described a continuum of incivility 
(Fig. 16.3). Incivility in nursing is manifested as bullying 
between colleagues and between faculty and students 
in academic settings. The latter is particularly troubling 
because nursing school is a potent agent of professional 
socialization (Luparell, 2011). 

The continuum of incivility starts with common 
behaviors that are distracting, annoying, or irritating to 
others. Examples of these behaviors are talking on one’s 
phone in a restaurant or sending and reading text mes- 
sages while someone is talking to you. These behaviors 
are a matter of poor manners in some cases but that leave 
the recipient of the behavior feeling annoyed. Increas- 
ingly disruptive behaviors include taunting, using ethnic 
slurs, and intimidation even without physical contact. 
At the most extreme of the continuum, bullying, aggres- 
sion, and violence occur (Stokowski, 2011). Incivility 
in the workplace has implications for nurses, patients, 
and health care organizations, with poor communica- 
tion and unprofessional behaviors negatively affecting 
patient outcomes and safety (Luparell, 2011). 

Incivility occurs when people are stressed and feel 
powerless. Incivility can briefly give one a sense of con- 
trol or power, even though it is misplaced and misguided. 
Furthermore, the widespread use of social media and 
faceless communication over e-mail, messaging, and 
so on keeps the other person’s humanity at a distance. 
Talking to or about someone without face-to-face com- 
munication foments incivility. You are much more likely 
to express something in an aggressive manner if you are 


Fig. 16.4 When nurses treat each other with dignity and 
respect, patients benefit. (Photo used with permission from 
iStockphoto.) 


not required to speak directly to the person, even if by 
phone. Hearing someone's voice is a reminder that you 
are indeed speaking to a real person. 

Cooper’s recommendations related to self-care are 
appropriate to the issue of incivility: you do not have 
to be victimized by a system that is uncaring and 
hurtful. You do not have to bully to claim power for 
yourself, and you do not have to acquiesce to bullying. 
Valuing others and treating each person with respect 
are core values in nursing (Fig. 16.4). The disconnec- 
tion between what is taught and what we do is both 
alarming and tragic. You will be hearing more about 
incivility in the workplace as you continue your career 
in nursing. You do not have to be a part of this disturb- 
ing development in our profession. Here is one nurse’s 
experience: 

My stomach hurt every day before I got to work as 
a new graduate. Everything I suggested was at first just 
ignored, then later my suggestions were just laughed 
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at, and the older nurses told me that I needed to learn 
my place. One day I asked for help with a complicated 
problem that I had not seen before in a patient who had 
an open wound. The nurse I asked to help me said that 
maybe all of my “book learning” was not going to help me 
in nursing, and then she walked off. I could not believe 
it. It was one thing to be ignored when I suggested that 
we do shift change report a different way. It was another 
thing completely to be ignored when I needed help with a 
patient. I finally took a hard look at myself and at the unit 
where I was working, and I realized that I was not going 
to be able to change much there. So I put in for a transfer 
as soon as I could. On my last day, one of the nurses told 
me that she knew I was not going to be able to make it 
there. It was her parting shot at me, but I was so relieved 
to be leaving that I did not even care anymore. By the way, 
I loved the new unit that I transferred to. I finally felt like 
I was going to be a good nurse. 

Strategies exist to assist nurses to combat this ongo- 
ing issue. Cognitive rehearsal is one approach that can 
be helpful to nurses when managing situations that are 
not civil (Longo, 2017). The Passionate About Creating 
Environments of Respect and Civilities (PACERS) Civil- 
ity Tool Kit developed by Robert Wood Johnson Fellows 
in 2012 is another source that offers resources including 
videos and cue cards on how to approach difficult con- 
versations and tools to help increase awareness of bully- 
ing (http://stopbullyingtoolkit.org). 


THE CHALLENGE: CARING FOR THE 
ENVIRONMENT 


Environmental issues encompass almost every aspect 
of human life. In its broadest sense, the environment 
connotes the air, water, organisms, and other natural 
resources that surround us. It also connotes the social 
and cultural milieu in which people live. The previous 
section touched on the social and cultural milieu that 
has become the breeding ground for incivility—the 
environment of health care. On its largest scale, the 
environment is about the world and its resources over 
which humans are stewards. 


The Natural Environment 

Reports of the deterioration of the environment are 
daily occurrences. Catastrophic occurrences such as the 
earthquakes in Japan, Haiti, and Nepal will continue to 


CHAPTER 16 Nursing’s Challenge: To Continue to Evolve 


affect those nations for decades, if not centuries. These 
occurrences overshadow the less dramatic but insidious 
gradual decline in the quality of the world’s air, water, 
and plant and animal life. 

Acute and chronic respiratory diseases are increas- 
ing, as are cancers of all types and debilitating allergic 
reactions to chemicals in the environment. Increasing 
evidence supporting climate change as a result of high 
carbon dioxide levels in the atmosphere; lead and mer- 
cury poisonings; toxic shellfish beds; oil spills in oceans; 
pesticides and other toxins spilling into streams and 
rivers; and accidental release of radioactive steam from 
nuclear power plants all occur with unsettling regular- 
ity. Meanwhile, deforestation, destruction of wetlands 
by development, and relaxing of standards for waste 
emissions by industries have become common business 
practices. 

Scientists now overwhelmingly agree that climate 
change as a result of global warming is accelerating 
and is attributable to human activity (Fig. 16.5). Much 
debate continues in the popular media about whether 
the science of climate change is believable; however, 
according to scientists across the planet, the evidence 
demonstrating the relationship between human activity 
and the trapping of carbon dioxide in the atmosphere is 
irrefutable. 

Failure to care for the environment has health impli- 
cations beyond the most obvious ones such as lung 
diseases and the development of certain cancers. Epide- 
miologists, who study the origins and spread of diseases, 
believe that there is a relationship between environmen- 
tal decline and increases in certain diseases, including 
animal-borne diseases. Emerging diseases and multi- 
drug-resistant strains of organisms once under control, 
such as Mycobacterium tuberculosis and Staphylococcus, 
will increasingly challenge health care resources. 

As of mid-January 2017, the world population was 
estimated to be 7.6 billion and is projected to increase 
to 8.6 billion by the year 2030 (United Nations, 2017). 
Feeding, immunizing, providing drinkable water, and 
caring for this many human beings threaten to over- 
whelm the environmental, economic, social, and medi- 
cal systems of the world. In the United States alone, there 
is one birth every 8 seconds, one person emigrating 
every 29 seconds, and one death every 11 seconds—for 
a net gain of one person every 15 seconds (U.S. Census 
Bureau, n.d.). 
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Fig. 16.5 The melting “snow people united against global 
warming” on the steps of the U.S. Capitol in Washington, 
D.C., was a humorous but very pointed protest against policies 
resulting in global warming that has resulted in climate change. 
(Photo used with permission from iStockphoto.) 


At the Climate Change Conference held in Copenha- 
gen, Denmark, in 2009, the metaphor of the overloaded 
lifeboat was often used. World overpopulation, overde- 
velopment, and overconsumption by wealthy nations 
threaten to deplete the resources and damage the envi- 
ronment of the entire world, not just overpopulated 
countries. The problems of climate change, the dete- 
rioration of the environment, and overpopulation are 
health care issues that nurses face now, and these issues 
will likely intensify in the future. These are immense 
problems with no easy solutions, and they often affect 
our most vulnerable populations; elderly, children, preg- 
nant women, and those living in poverty. The Alliance of 
Nurses for Healthy Environments (AHNE) is dedicated 
to “promoting healthy people and healthy environ- 
ments by educating and leading the nursing profession, 
advancing research, incorporating evidence practice 


and influencing policy.” To discover how these climate 
changes may be affecting you and the community you 
living in, explore the AHNE’s report Climate Change, 
Health, and Nursing: A Call to Action (2016). 


The Work Environment 


No profession is free from hazards, and no workplace 
can ever ensure absolute security. Nursing and health 
care settings are no exception. Occupational health 
hazards in nursing include needlestick injuries and 
possible infection with bloodborne pathogens; expo- 
sure to chemicals such as disinfectants and chemother- 
apeutic agents; and violence in the workplace, among 
others. Additional hazards include latex allergy, a 
continuing concern for nurses, with a prevalence rate 
of approximately 8% to 12% in frequent glove users 
(ANA, 2006). Injuries from accidents and back strain 
are not uncommon, resulting in pain, disability, lost 
income, absenteeism, and decreased productivity. 
Shift work itself is a hazard to nurses, causing a vari- 
ety of physical and psychological problems, including 
exhaustion, depression, interpersonal problems, and 
accidents. Sleep deprivation is a significant source 
of stress in shift workers, including nurses, and has 
been associated with an increased risk of breast can- 
cer, obesity, and mortality (Beccuti and Pannain, 2011; 
Davis and Mirick, 2006; Gallicchio and Kalesan, 2009). 
Stress from work overload, inadequate staffing, and the 
intense feelings generated by caring for acutely ill and 
dying patients add to the mix of workplace hazards 
faced by nurses. 

Assuring nurses of a healthy work environment is 
a major challenge over which nurses have some con- 
trol. Nurses must take positive, effective, united action 
to ensure the basic dignity and safety of practicing 
nurses everywhere. They must demand and use safe 
needlestick devices and disposal containers; high- 
efficiency ventilation systems; alternatives to latex 
gloves and products; adequate environmental ser- 
vices support; adequate lifting assistance with devices 
or additional personnel; reduction or elimination of 
shift rotation and double shifts; and appropriate occu- 
pational safety and health training. Many nurses are 
fortunate enough to work in settings where they can 
take these practices for granted; however, with the 
wide variety of settings where health care is provided 
in the United States, some nurses work without the 
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advantages of up-to-date safety technologies or sched- 
uling practices. The Occupational Safety and Health 
Administration (OSHA) regulates work environments 
and has a whistleblower protection program to protect 
from retribution those workers who believe that their 
workplace is dangerous. 


Genetics and Genomics 


Genes are minute nucleotide polymers with huge 
implications for nurses. The Human Genome Project 
was the initial mapping and sequencing of a compos- 
ite set of human genes in 2003. An increasing number 
of genetic conditions can be identified prenatally, and 
parents can be aware of some of the genetic condi- 
tions of which they may be carriers. Providers can 
use genomic information to inform their care plan 
in the areas of screening, monitoring, and treatment 
decisions; allowing for personalized care. Pharmaco- 
genetics is a developing field in which genetic vari- 
ants that affect drug metabolism can help providers 
determine the correct dose of a particular drug and, 
possibly, whether a particular drug will work at all. 
As a nurse, it is an important responsibility for you 
to be able to explain pharmacogenetics and to assist 
your patients in understanding what these drugs can 
and cannot do. 

Schools of nursing are increasingly offering courses 
in basic genetics and genomics to prepare graduates for 
the demands of this increasingly visible field in health 
care. Competence in genetics is becoming increasingly 
necessary for nurses. 


THE FINAL CHALLENGE: UNITE AND ACT 


The call to unite is a loud and constant one. Most of the 
crucial issues the nursing profession will face in the next 
decade cannot be resolved by any one group of nurses. 
These concerns will require the attention of the entire 
profession, working in a focused, united, active manner 
through nursing’s professional associations. Although 
collective power is the only way nurses will effectively 
address and resolve issues affecting their practice, edu- 
cation, and the health care system in a time of reform, 
the lack of organization and involvement in professional 
organizations is an unfortunate commentary on the lack 
of priority most nurses place on this vital aspect of pro- 
fessionalism. 
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As the largest health care profession in the United 
States, nursing can and should have a powerful voice 
and presence in every setting where substantive health 
care issues are discussed, from the National Institutes 
of Health to the halls of Congress and the White 
House. Serious discussions occur in less lofty sur- 
roundings than the federal government, and nurses 
can have a strong presence in many venues where 
health care is central; however, nursing has let argu- 
ments regarding levels of education, political philos- 
ophies, and relative importance of practice settings be 
divisive. The tremendous clinical skills of critical care 
nurses are no better or worse than the insightful care 
of psychiatric nurses; the high energy of the emer- 
gency department nurse is no better or worse than 
the calming influence of the nursery nurse rocking 
a crying baby. Each has his or her own specific and 
important role. The diversity of skills among nurses 
should be honored and recognized as a sign of the 
strength of the profession (Fig. 16.6). 

If you think for a moment about other groups to 
which you belong—for example, a political party, 
church, or parent-teacher association—you do not 
expect to agree with every position taken by the orga- 
nization or its leaders. Nurses seem to have such an 
expectation of their professional association, though, 
and use that as a reason for not participating. This is 
naive and unrealistic. With nursing and society becom- 
ing increasingly diverse, nurses of the future must 
become more tolerant of differences and work hard to 
find common ground with their colleagues in the pro- 
fession. If we fail to do so, nursing will not prosper, nor 
will its practitioners. In preparing for our future, the 
four major principles of successful implementation of 
health care reform set forth by the ANA are notewor- 
thy (ANA, 2017): 

1. “Ensure universal access to a standardized package of 
essential healthcare services for all citizens and resi- 
dents. 

2. Optimize primary, community-based, and preven- 
tative services while supporting cost effective use of 
innovative, technology-driven, acute hospital-based 
services. 

3. Encourage mechanisms to stimulate economic use of 
healthcare services while supporting those who do 
not have the means to share in costs. 


Fig. 16.6 Individual nurses can make positive changes; nurses 
working together can be even more powerful. (Photo used with 
permission from iStockphoto.) 


4. Ensure a sufficient supply of a skilled workforce ded- 

icated to providing high quality health care services.” 
This is a time of change in nursing, and you, the readers 
of this book, are the future of nursing. You represent our 
best hope for building nursing into an even more pow- 
erful force in improving the lives of those entrusted to 
our care, whether they are individuals, families, commu- 
nities, or nations. Look around at the other members of 
your class, all 25 or 125 or 200 of you. You represent an 
amazing collection of energy and talent—combine those 
talents and harness that energy and you will accomplish 
more than you can imagine. So it is with nursing’s future: 
we can accomplish far more by working collectively than 
alone. All nurses, individually and as a profession, will 
benefit from the results. Then, most important, so will 
our patients. In the words of anthropologist Margaret 
Mead, “Never believe that a few caring people can’t 
change the world. For, indeed, that’s all who ever have.” 


CHAPTER 16 Nursing’s Challenge: To Continue to Evolve 


e Concept: Care of the profession begins with care of self. 

Challenge: Working to the extent of your education 
and seeking to become more educated are important 
means of caring for the profession and yourself. 

Concept: Incivility reflects the lack of valuing and 

respect for others. 

Challenge: Acts of incivility can be small, such as 
rolling one’s eyes—it is important to pay attention 
to your professional behavior to avoid even small 
gestures of incivility. Arm yourself with the tools 
to combat incivility and bullying behaviors. 

Concept: Nurses must care for the environment, 

because failure to do so is a direct threat to health. 


Challenge: Notice that your environment includes 
your home, workplace, and community. Chal- 
lenges to your health may require attention to 
your local environment. 

e Concept: You have a significant say in how the pro- 
fession of nursing evolves. Join forces with those who 
think and believe like you do, and, collectively, you 
will make a big difference in the future of nursing. 
Challenge: Don't back down from challenges that 

seem insurmountable. Nurses are well positioned 
by their education, experience, creativity, and 
worldview to improve the health of populations in 
ways that you cannot yet imagine. 


1. Take a position on the following statement: “Nurses 
of the future will have an impact on the environment 
that exceeds that of the ordinary citizen.” Be prepared 
to defend your position. 

. What strategies can you use to manage stress? What 
ideas do you have to ensure that caring for yourself is 
just as much a priority as caring for others? 

3. How have you encountered incivility both in nursing 

school and in practice? How have you responded? 


N 
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Epilogue 


You are inheriting a rich legacy of achievement and 
progress in the profession of nursing. Some of you will 
be the names and faces of your generation of nurses, 
like Lillian Wald (my nursing hero) or Isabel Hamp- 
ton Robb or Jessie Sleet Scales, persons whose energy 
and persistence moved not just nursing but the world 
forward. Change and evolution are necessary for prog- 
ress, and although much has been accomplished, there 
remains much work to be done to transform nursing in 
ways that make sense in today’s complex world. As pro- 
fessional nurses—and as citizens of world—you will be 
challenged to be leaders in solving the injustice of health 
disparities, improving access to health care for the dis- 
enfranchised, containing health care costs, and finding 
solutions for problems that we cannot possibly imagine 
at the moment. No doubt this seems like a long way in 
the future. It is not. 
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I hope that through using this book you have been 
inspired to develop values and beliefs consistent with 
professional nursing; that you are eager for more knowl- 
edge; that you aspire to a high degree of professional- 
ism; and that you understand your potential as a nursing 
leader of the future and as a positive force for change in 
the nursing profession and in the world. 

You can begin to exert your influence to improve the 
profession by evaluating this book. Please feel free to 
e-mail me with any observations you would like to share 
about this current edition. With your generous help, I 
will work to improve this book to meet the needs of stu- 
dents in the future. 

— BPB 
beth_black@unc.edu 


GLOSSARY 


Acceptance An accepting attitude that 
conveys neither approval nor disapproval 
(nonjudgment) of patients or their per- 
sonal beliefs, habits, expressions of feel- 
ings, or chosen lifestyles. 

Accountability Responsibility for one’s 
behavior. 

Accreditation A voluntary review process 
of educational programs or service agen- 
cies by professional organizations. 

Active collaborator One who is engaged 
as a participant with another person. 

Active listening A method of communi- 
cating interest and attention using such 
signals as maintaining eye contact, nod- 
ding, and encouraging the speaker. 

Acuity Degree of illness. 

Acute illness Sudden, steadily pro- 
gressing symptoms that subside quick- 
ly, with or without treatment, such as 
influenza. 

Adaptation A change or coping response 
to stress of any kind. 

Adaptation model A conceptual model 
that focuses on the patient as an adaptive 
system; that is, one that strives to cope 
with both internal demands and external 
demands of the environment. 

Adjudicate To decide or sit in judgment, 
as in a legal case. 

Administrative law Law created by a 
governmental agency to meet the intent 
of statutory law. 

Advance directives Written instructions 
recognized by state law that describe indi- 
viduals’ preferences in regard to medical 
intervention should they become inca- 
pacitated. 

Advanced degrees Degrees beyond the 
bachelor’s degree; master’s and doctoral 
degrees. 

Advanced practice Nursing roles that 
require either a master’s degree or special- 
ized education in a specific area. 

Advanced practice nurse A registered 
nurse who has met advanced educational 
and practice requirements beyond basic 
nursing education. 

Aesthetics Branch of philosophy that 
studies the nature of beauty. 


Affective domain Field of activity dealing 
with a person’s mood, feelings, values, or 
belief system. 

Alternative therapies Treatments other 
than traditional Western medical treat- 
ments. 

Altruism Unselfish concern for the welfare 
of others. 

Ambulatory care Health services provid- 
ed to those who visit a clinic or hospital as 
outpatients and depart after treatment on 
the same day. 

American Assembly for Men in Nursing 
(AAMIN) Professional organization that 
seeks to encourage, support, and advocate 
for men in nursing. 

American Association of Colleges of 
Nursing (AACN) A national organiza- 
tion devoted to advancing nursing edu- 
cation at the baccalaureate and graduate 
levels. 

American Nurses Association (ANA) 
Nursing’s major professional organi- 
zation made up of constituent state 
associations. Addresses issues of policy, 
ethics, standards of care, and the eco- 
nomic and general welfare of nurses. 
Membership is limited to nurses. 

American Nurses Credentialing Center 
(ANCC) The organization that deals 
with certification of individual nurses, 
and approval of organizations as continu- 
ing education providers. 

American Organization of Nurse Exec- 
utives (AONE) An organization for 
high-level nursing managers, such as chief 
nurses. Leaders in nursing education can 
be associate members. 

Analysis The second step in the nursing 
process during which various pieces of 
patient data are analyzed. The outcome 
is one or more nursing diagnoses. 

Anxiety A diffuse, vague feeling of appre- 
hension and uncertainty. Also a psychiat- 
ric condition. 

Applied science Use of scientific theory 
and laws in a practical way that has im- 
mediate application. 

Appropriateness A criterion for success- 
ful communication in which the reply 
fits the circumstances and matches the 


message, and the amount is neither too 
great nor too little. 

Articulation An educational mobility sys- 
tem providing for direct movement from 
a program at one level of nursing educa- 
tion to another without significant loss of 
credit. 

Assault A threat or an attempt to make 
bodily contact with another person with- 
out the person’s consent. 

Assessment The first step in the nursing 
process involving the collection of infor- 
mation about the patient. 

Assisted suicide Suicide by a person with 
help from another person, such as a health 
care provider. 

Associate degree in nursing program A 
form of basic nursing education program, 
leading to the associate degree in nursing 
(ADN), consisting of 3 or fewer years, and 
usually offered in technical or community 
colleges. 

Association An organization of members 
with common interests. 

Authority Possessing both the respon- 
sibility for making decisions and the 
accountability for the outcome of those 
decisions. 

Autonomy Self-determination. Control 
over one’s own professional practice. 


Bachelor of science in nursing (BSN) 
Degree offered by programs that combine 
nursing courses with general education 
courses in a 4- or 5-year curriculum in a 
college or university. 

Balance of power A _ distribution of 
forces among the branches of government 
so that no one branch is strong enough to 
dominate the others. 

Basic program Any nursing education 
program preparing beginning practi- 
tioners. 

Battery The impermissible, unprivileged 
touching of one person by another. 

Belief The intellectual acceptance of some- 
thing as true or correct. 

Belief system Organization of an individ- 
ual’s beliefs into a rational whole. 
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Beneficence ‘The ethical principle of do- 
ing good. 

Biases Prejudices, often outside the indi- 
vidual’s awareness. 

Bioethics An area of ethical inquiry fo- 
cusing on the dilemmas inherent in mod- 
ern health care. 

Biomedical technology Complex ma- 
chines or implantable devices used in pa- 
tient care settings. 

Birthrate The number of births in a par- 
ticular place during a specific time period, 
usually expressed as a quantity per 1000 
people in 1 year. 

Burnout A state of emotional exhaustion 
attributable to cumulative stress. 


Cadet Corps A government-created enti- 
ty designed during World War II to rap- 
idly increase the number of registered 
nurses being educated so they could assist 
in the war effort. 

Caregiver stress A condition affecting 
individuals responsible for meeting the 
needs of others, often a family mem- 
ber, with a chronic condition such as 
Alzheimer’s disease. Consists of feeling 
overwhelmed and a variety of other 
emotional and physical symptoms of 
stress. 

Caring A theoretical framework central to 
nursing that results in a professional form 
of relating to, attending to, and providing 
for the needs of others. 

Case management Systematic collabora- 
tion with patients, their significant others, 
and their health care providers to coor- 
dinate high-quality health care services 
in a cost-effective manner with positive 
patient outcomes. 

Case management nursing A growing 
field within nursing in which nurses are 
responsible for coordinating services 
provided to patients in a cost-effective 
manner. 

Case manager An individual responsible 
for coordinating services provided to a 
group of patients. 

CCNE Commission on Collegiate Nurs- 
ing Education, the accrediting arm of 
the American Association of Colleges of 
Nursing. 

Centers for Medicare and Medicaid Ser- 
vices (CMS) Federal cost-containment 
program that establishes standards and 
monitors care in the Medicare and Med- 
icaid programs. 


Certification Validation of specific qual- 
ifications demonstrated by a registered 
nurse in a defined area of practice. 

Certified nurse-midwife (CNM) A na- 
tionally certified nurse with advanced 
specialized education who assists wom- 
en and couples during uncomplicated 
pregnancies, deliveries, and postdelivery 
periods. 

Certified registered nurse anesthetist 
(CRNA) A _ nationally certified nurse 
with advanced education who specializes 
in the administration of anesthesia. 

Change agent An individual who recog- 
nizes the need for organizational change 
and facilitates that process. 

Chief executive officer (CEO) The senior 
administrator of an organization. 

Chief nurse executive (CNE) ‘The senior 
nursing administrator of an organization. 
Also chief nurse officer (CNO). 

Chief nurse officer (CNO) ‘The senior 
nursing administrator of an organization. 
Also chief nurse executive (CNE). 

Chief of staff A physician in a health care 
facility, generally elected by the medical 
staff for a specified term, who is respon- 
sible for overseeing the activities of the 
medical staff organization. 

Chronic illness Ongoing health problems 
of a generally incurable nature, such as 
diabetes. 

Civil law Law involving disputes between 
individuals. 

Clarification A therapeutic communica- 
tion technique in which the nurse seeks 
to understand a patient’s message more 
clearly. 

Cliché An often-repeated expression that 
conveys little real meaning, such as “Have 
a nice day,’ 

Clinical director Middle management 
nurse who has responsibility for multiple 
units in a health care agency. Also known 
as a clinical coordinator. 

Clinical judgment The ability to make 
consistently effective clinical decisions 
based on theoretical knowledge, research 
findings, informed opinions, and prior 
experience. 

Clinical ladder Programs allowing nurses 
to progress in the organizational hierar- 
chy while staying in direct patient care 
roles. 

Clinical nurse leader A nurse with an ad- 
vanced degree who is a clinical expert in 
the care of a distinct group of patients and 
who may provide direct patient care. 


Clinical nurse specialist An advanced 
practice nurse with an advanced degree 
who serves as a resource person to other 
nurses and often provides direct care to 
patients or families with particularly dif- 
ficult or complex problems. 

Closed system A system that does not 
interact with other systems or with the 
surrounding environment. 

Code of ethics A statement of profession- 
al standards used to guide behavior and as 
a framework for decision making. 

Code of Ethics for Nurses A formal 
statement by the ANA of the nursing pro- 
fession’s code of ethics. 

Cognitive Pertaining to intellectual activi- 
ties requiring knowledge. 

Cognitive domain Area of activity that 
affects an individual's knowledge level. 
Cognitive rebellion A stage in the edu- 
cational process wherein students begin 
to free themselves from external controls 

and to rely on their own judgment. 

Collaboration Working closely with an- 
other person in the spirit of cooperation. 

Collective action Activities undertaken 
by or on behalf of a group of people who 
have common interests. 

Collective bargaining Negotiating as a 
group for improved salary and work con- 
ditions. 

Collective identity The connection and 
feeling of similarity individuals in a par- 
ticular group feel with one another; group 
identification. 

Collegiality The promotion of collabo- 
ration, cooperation, and recognition of 
interdependence among members of a 
profession. 

Commission on Collegiate Nursing Edu- 
cation (CCNE) ‘The accrediting arm of 
the American Association of Colleges of 
Nursing. 

Common law Law that develops as a result 
of decisions made by judges in legal cases. 

Communication The exchange of thoughts, 
ideas, or information; a dynamic process 
that is a primary instrument through which 
change occurs in nursing situations. 

Community-based nursing Nursing care 
provided for individuals, families, and 
groups in a variety of settings, including 
homes, workplaces, and schools. 

Community health nursing Formerly 
known as public health nursing; a nursing 
specialty that systematically uses a process 
of delivering nursing care to improve the 
health of an entire community. 


Compassion fatigue A state experienced 
by those helping people in distress; an ex- 
treme state of tension and preoccupation 
with the suffering of those being helped to 
the degree that it is traumatizing for the 
helper. 

Competency Refers to the capability of a 
particular patient to understand the in- 
formation given and to make an informed 
choice about treatment options. 

Complementary therapies Those treat- 
ments intended to augment Western 
medical treatments such as massage ther- 
apy or acupuncture. 

Concept An abstract classification of data; 
for example, “temperature” is a concept. 
Conceptual model or framework A 
group of concepts that are broadly defined 
and systematically organized to provide a 
focus, a rationale, and a tool for the integra- 

tion and interpretation of information. 

Confidentiality Ensuring the privacy of in- 
dividuals participating in research studies 
or being treated in health care settings. 

Congruent A characteristic of communi- 
cation that occurs when the verbal and 
nonverbal elements of a message match. 

Constituent members Organizational 
members of the American Nurses Associ- 
ation, such as state nurses associations or 
specialty nursing organizations. 

Consultation The process of conferring 
with patients, families, or other health 
professionals. 

Contact hour A measurement used to 
recognize participation in continuing ed- 
ucation offerings, usually equivalent to 50 
minutes. 

Context An essential element of commu- 
nication consisting of the setting in which 
an interaction occurs, the mood, the rela- 
tionship between sender and receiver, and 
other factors. 

Continuing education (CE) Workshops, 
conferences, and short courses, in which 
nurses maintain competence during their 
professional careers. 

Continuous quality improvement (CQI) 
A management concept focusing on ex- 
cellence and employee involvement at all 
levels of an organization. 

Contracts Documents agreed on by workers 
and management that include provisions 
about staffing levels, salary, work conditions, 
and other issues of concern to either party. 

Copayment The portion of a provider's 
charges that an insured patient is respon- 
sible for paying. 


Coping ‘The methods a person uses to as- 
sess and manage demands. 

Coping mechanisms Psychological de- 
vices used by individuals when a threat is 
perceived. 

Cost containment An attempt to keep 
health care costs stable or increasing only 
slowly. 

Criminal law Law involving public con- 
cerns against unlawful behavior that 
threatens society. 

Criteria Standards by which something is 
judged or measured. 

Critical paths Multidisciplinary care 
plans outlining a patient's treatments and 
expected outcomes, day by day. 

Cross-training Preparing a single work- 
er for multiple tasks that formerly were 
performed by multiple specialized 
workers. 

Cultural assessment ‘The process of de- 
termining a patient’s cultural practices 
and preferences in order to render cultur- 
ally competent care. 

Cultural care, theory of A nursing the- 
ory focusing on the importance of incor- 
porating a patient's culturally determined 
health beliefs and practices into care. 

Cultural competence ‘The integration of 
knowledge, attitudes, and skills that en- 
hance cross-cultural communication and 
appropriate interactions with others. 

Cultural diversity Social, ethnic, racial, 
and religious differences in a group. 

Culturally competent education Nurs- 
ing education that incorporates knowl- 
edge, attitudes, and skills that enhance 
cross-cultural communication and ap- 
propriate interactions with others. 

Culturally congruent nursing care Care 
that incorporates knowledge, attitudes, 
and skills that enhance cross-cultural 
communication and appropriate interac- 
tions with others. 

Culture ‘The attitudes, beliefs, and behav- 
iors of social and ethnic groups that have 
been perpetuated through generations. 

Culture of nursing The rites, rituals, 
and valued behaviors of the nursing 
profession. 


Data Information or facts collected for 
analysis. 

Deaconess Institute A large hospital and 
planned training program for deaconess- 
es established in 1836 by Pastor Theodor 
Fliedner at Kaiserswerth, Germany. 
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Decentralization An organizational 
structure in which decision-making au- 
thority is shared with employees most af- 
fected by the decisions rather than being 
retained by top executives. 

Deductible The out-of-pocket amount 
individuals must pay before their health 
insurance begins to pay for health care. 

Deductive reasoning A process through 
which conclusions are drawn by logical 
inference from given premises; proceeds 
from the general case to the specific. 

Defining characteristics Signs and symp- 
toms of disease. 

Delegate To refer a task to another. 

Delegation ‘The practice of assigning tasks 
or responsibilities to other persons. 

Demographics ‘The study of vital statistics 
and social trends. 

Demography ‘The science that studies vi- 
tal statistics and social trends. 

Deontology ‘The ethical theory that the 
rightness or wrongness of an action de- 
pends on the inherent moral significance 
of the action. 

Dependency ‘The degree to which indi- 
viduals adopt passive attitudes and rely on 
others to take care of them. 

Dependent intervention Nursing ac- 
tions on behalf of patients that require 
knowledge and skill on the part of the 
nurse but may not be done without ex- 
plicit directions from another health pro- 
fessional, usually a physician, dentist, or 
nurse practitioner. 

Developmental theory A theory in 
which growth is defined as an increase in 
physical size and shape toward a point of 
optimal maturity. 

Diagnosis Identification of a disease or 
condition. 

Dietitian Bachelor’s or master’s degree- 
prepared nutrition expert who specializes 
in therapeutic diet preparation and nu- 
trition education. Also known as a regis- 
tered dietitian (RD). 

Diploma program The earliest form of 
formal nursing education in the United 
States; usually based in hospitals, requires 
3 years of study, and leads to a diploma in 
nursing. 

Disaster An event or situation that is of 
greater magnitude than an emergency; 
disrupts essential services such as hous- 
ing, transportation, communications, 
sanitation, water, and health care; and re- 
quires the response of people outside the 
community affected. 


GLOSSARY 


Disease A pathologic alteration at the tis- 
sue or organ level. 

Disease management A process of help- 
ing patients understand and manage their 
chronic conditions effectively through 
coaching and education, symptom rec- 
ognition and management, and collabo- 
ration with the patient’s health care pro- 
vider. 

Disenfranchised ‘The state of having no 
power or voice in a political system. 

Disseminate Publish or widely distribute 
scientific information, such as the find- 
ings of a research study. 

Dissonance Lack of harmony. 

Distance learning The process of tak- 
ing classes and earning academic credit 
through technological means such as tele- 
vised or online classes. The teacher and 
student may be many miles apart. 

Documentation Written communication 
about a patient’s condition, care, and re- 
actions to treatments; found in the patient 
record/chart. 

Dominant culture Mainstream culture 
that contains one or more subcultures. 
Double effect Ethical concept encom- 
passing the belief that there are some sit- 
uations in which it is necessary to inflict 
potential harm in an effort to achieve a 

greater good. 

Duty of care The responsibility of a nurse 
or other health professional for the care of 
a patient. 

Duty to report The requirement, accord- 
ing to state law, for health professionals 
to report certain illnesses, injuries, and 
actions of patients. 


Efficiency A criterion for successful com- 
munication that consists of using simple, 
clear words timed at a pace suitable to 
participants. 

Electoral process The procedures that 
must be followed to select someone to fill 
an elected position. 

Empathy Awareness of, sensitivity to, and 
identification with the feelings of another 
person. 

End-of-life care Care aimed at comfort 
and dignity for patients who are nearing 
death and for their families and other sig- 
nificant persons in their lives. 

Entrepreneur A person who envisions, 
organizes, manages, and assumes respon- 
sibility for a new enterprise or business. 


Environment All of the many external 
and internal factors, such as physical and 
psychological, that influence life and sur- 
vival. 

Epistemology ‘The branch of philosophy 
dealing with the theory of knowledge. 

Ethical decision making ‘The process of 
choosing between actions based on a sys- 
tem of beliefs and values. 

Ethics The branch of philosophy that stud- 
ies the propriety of certain courses of ac- 
tion. 

Ethnocentrism The belief that one’s own 
culture is the most desirable. 

Ethnographic research A type of qual- 
itative research focusing on culture and 
the phenomena associated with a culture. 

Euthanasia The act of painlessly ending 
the life of a terminally ill individual for 
whom cure is not possible. 

Evaluation Measuring the success or fail- 
ure of the results or “outputs,” and con- 
sequently the effectiveness, of a system. 
It is the final step in the nursing process 
wherein the nurse examines the patient’s 
progress to determine whether a prob- 
lem is solved, is in the process of being 
solved, or is unsolved. In communication 
theory, it is the analysis of information 
received. 

Evidence-based practice ‘The use of re- 
search findings, clinical expertise, and pa- 
tient preference as the three-pronged ba- 
sis for practice rather than trial and error, 
intuition, or traditional methods, such as 
problem solving. 

Exacerbation Reemergence or worsening 
of the symptoms of a chronic illness. 

Executive branch The branch of govern- 
ment responsible for administering the 
laws of the land. 

Experimental design Research design 
that provides evidence of a cause-and- 
effect relationship between actions. 

Expert witness An individual called on 
to testify in court because of special skill 
or knowledge in a certain field, such as 
nursing. 

Extended care Medical, nursing, or cus- 
todial care provided to an individual over 
a prolonged period. 

Extended family A term used to describe 
nonnuclear family members such as 
grandparents, aunts, and uncles. 

External factors Values, beliefs, and be- 
haviors of significant others that have an 
impact on an individual. 


Faith community The members of a 
church, synagogue, mosque, or other en- 
tity who worship together and share com- 
mon beliefs about religion. 

Faith community nurse A specialized 
nurse who focuses on the promotion of 
health within the context of the values, 
beliefs, and practices of a church, syna- 
gogue, mosque, or other faith community. 
May also be known as a parish nurse. 

False reassurance A_ nontherapeutic 
form of communication that seeks to re- 
assure that everything will turn out well. 

Family system The group of individuals 
who comprise the basic unit of family liv- 
ing and their interactions with one anoth- 
er and the larger society. 

Feedback ‘The information given back 
into a system to determine whether or 
not the purpose of the system has been 
achieved. A major element in the commu- 
nication process. 

Fidelity An ethical principle that values 
faithfulness to one’s responsibilities. 

Flexibility A criterion for successful com- 
munication that occurs when messages 
are based on the immediate situation 
rather than preconceived expectations. 

Flexible staffing A mechanism whereby 
nurses may work at times other than the 
traditional hospital shifts. 

Flexner Report A 1910 study of medical 
education that provided the impetus for 
much-needed reform. 

Formal socialization The process by 
which individuals learn a new role from 
the direct instruction of others. 

For-profit agency A health care agency 
established to make a profit for the owners 
or shareholders. 

Frontier Nursing Service Founded in 
Kentucky in 1925; it provided the first or- 
ganized midwifery service in the United 
States. 


General election An election in which 
all registered voters may vote and may 
choose a candidate from any party on the 
ballot. 

Generalizable Research findings that are 
transferable to other situations. 

General systems theory A theory pro- 
mulgated by Ludwig von Bertalanffy in 
the late 1930s to explain the relationship 
of a whole to its parts. 


Generic master’s degree An accelerated 
master’s degree in nursing for people with 
nonnursing bachelor’s degrees. 

Genetic counseling Health and repro- 
ductive advice given to individuals based 
on their genetic composition. 

Goldmark Report A major study of 
nursing education published in 1923 and 
named The Study of Nursing and Nursing 
Education in the United States. 

Governmental (public) agency An agen- 
cy primarily supported by taxes, adminis- 
tered by elected or appointed officials, and 
tailored to the needs of the communities 
served. 

Grand theory A very broad conceptual- 
ization of nursing phenomena. 

Grassroots activism The involvement of 
a large number of people, generally wide- 
ly dispersed, who are concerned about a 
particular issue. 

Growth An increase in physical size and 
shape toward a point of optimal maturity. 


Health An individual’s physical, mental, 
spiritual, and social well-being; a contin- 
uum, not a constant state. 

Health behaviors Choices and habit- 
ual actions that promote or diminish 
health. 

Health beliefs Culturally determined 
beliefs about the nature of health and 
illness. 

Health care network A corporation with 
a consolidated set of facilities and services 
for comprehensive health care. 

Health Insurance Portability and Ac- 
countability Act (HIPAA) Federal law, 
passed in 1996, designed to protect health 
insurance coverage for workers and their 
families when they change or lose their 
jobs. 

Health maintenance Preventing illness 
and maintaining maximal function. 

Health maintenance organization (HMO) 
A network or group of providers who 
agree to provide certain basic health care 
services for a single predetermined yearly 
fee. 

Health promotion Encouraging a condi- 
tion of maximum physical, mental, and 
social well-being. 

Health promotion model A _theoreti- 
cal nursing model that uses illness pre- 
vention and health promotion as a basic 
framework. 


Helping professions Professions such as 
social work, teaching, and nursing that 
emphasize meeting the needs of clients. 

Henry Street Settlement A clinic for 
the poor founded by Lillian Wald and her 
colleague Mary Brewster on New York’s 
Lower East Side. 

Heterogeneous Composed of parts of 
differing kinds. 

High-level wellness Functioning at max- 
imum potential in an integrated way with- 
in the environment. 

High-tech nursing Nursing care that 
involves the use of technologies such as 
monitors, pumps, and ventilators. This is 
not a nursing specialty, however. 

Holism A school of health care thought 
that espouses treating the whole patient— 
body, mind, and spirit. 

Holistic nursing care Nursing care that 
nourishes the whole person—body, mind, 
and spirit. 

Holistic values The approach to nursing 
practice that takes the physical, emotion- 
al, social, economic, and spiritual needs of 
the person into consideration. 

Home health agency An organization 
that delivers various health services to pa- 
tients in their homes. 

Home health nursing _ Field of nursing in 
which care is provided to patients in their 
own homes. 

Homeostasis A relative constancy in the 
internal environment of the body. 

Homogeneous Composed of parts of the 
same or similar kinds. 

Hospice An agency providing end-of-life 
care to terminally ill patients and their 
families. 

Hospice and _ palliative care nurs- 
ing Specialized nursing care provided at 
the end of life to patients and their fam- 
ilies in homes and residential facilities. 
Aimed at a comfortable and dignified 
death that honors the wishes of patients 
and loved ones. 

Hospitalist Hospital-basedphysicianswho 
care for patients only while patients are 
hospitalized. 

Human Genome Project A scientific proj- 
ect designed to map the genetic structure of 
composite human DNA, the initial phase of 
which was completed in 2003. 

Human motivation Abraham Maslow’s 
conceptualization of human needs and 
their relationship to the stimulation of 
purposeful behavior. 
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Human needs theory Theory proposed 
by Abraham Maslow that human moti- 
vation is determined by the drive to meet 
intrinsic human needs. 

Hypothesis A statement predicting the 
relationship among concepts or variables. 


IIIness_ An abnormal process in which an 
individual's physical, emotional, social, or 
intellectual functioning is impaired. 

Illness prevention All activities aimed 
at diminishing the likelihood that an in- 
dividual’s physical, emotional, social, and 
intellectual functions become impaired. 

Implementation A stage of the nursing 
process during which the plan of care is 
carried out. 

Incongruent Describes a confusing form 
of communication that occurs when the 
verbal and nonverbal elements of a mes- 
sage do not match. 

Independent intervention Actions on 
behalf of patients for which the nurse re- 
quires no supervision or direction. 

Individualized care plan A plan of care 
designed to meet the needs of a specific 
person. 

Inductive reasoning ‘The process of rea- 
soning from the specific to the general. 
Repeated observations of an experiment 
or event enable the observer to draw gen- 
eral conclusions. 

Inertia Disinclination to change. 

Infant mortality The number of deaths of 
infants (1 year of age or younger) per 1000 
live births. 

Informal socialization The process thro- 
ugh which individuals learn a new role by 
observing how others behave. 

Informatics nurse A nurse who combines 
nursing science with information man- 
agement science and computer science to 
manage and make accessible the informa- 
tion that nurses need. 

Information technology (IT) Hardware 
and software used to manage and process 
information. 

Informed consent process The process 
of informing individuals who are sched- 
uled to undergo diagnostic procedures 
or surgery or who are potential research 
participants of the procedures and risks. 
Their consent is indicated by signing a 
consent form voluntarily once any ques- 
tions they have are answered and their 
privacy has been ensured. 
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Infrastructure Basic support mechanisms 
needed to ensure that an activity can be 
conducted. 

Input The information, energy, or matter 
that enters a system. 

Institutional review board (IRB) A 
committee protecting the rights of human 
participants in the research. Any research 
involving human participants must have 
approval of the IRB or the IRB’s determi- 
nation that a study is not human subjects 
research. 

Institutional structure The way in which 
the workers within an agency are orga- 
nized to carry out the functions of the 
agency. 

Integrative care Care that combines the 
best of both standard and nontradition- 
al treatments, for example, pain control 
through both prescription medication 
and acupuncture. 

Interdependent intervention Actions 
on behalf of patients in which the nurse 
must collaborate or consult with another 
health professional before or while carry- 
ing out the action. 

Interdisciplinary team Group com- 
posed of individuals representing var- 
ious disciplines who work together 
toward a common end, blending their 
expertise in the development of a com- 
mon goal. 

Internal factors Personal feelings and be- 
liefs that influence an individual. 

Internalize The process of taking in 
knowledge, skills, attitudes, _ beliefs, 
norms, values, and ethical standards and 
making them a part of one’s own self-im- 
age and behavior. 

International Council of Nurses (ICN) 
The federation of national nurses associ- 
ations, currently representing nurses in 
more than 100 countries. 

Internship An apprenticeship under su- 
pervision. 

Interpreter A professional who is fluent 
in a second language or is bilingual who 
translates the spoken words. 

Interprofessional education (IPE) Stu- 
dents across health care disciplines such 
as nursing, social work, and medicine 
learning together to address complex 
health problems collaboratively. 

Interprofessionality Teamwork and prac- 
tice across disciplines using competencies 
that are central to all health care profes- 
sions. 


Jargon Specialized vocabulary used by 
those in the same line of work to commu- 
nicate about work-related matters. 

Judicial branch The branch of govern- 
ment that decides cases or controversies 
on particular matters. 

Justice An ethical principle stating that 
equals should be treated the same and that 
unequals should be treated differently. 


Knowledge-based power Authority or 
control based on the way information is 
used to effect an outcome. 

Knowledge technology The use of com- 
puter systems to transform information 
into knowledge and to generate new 
knowledge; expert systems. 


Latent power Untapped strength. 

Law Allthe rules of conduct established by 
a government and applicable to the peo- 
ple, whether in the form of legislation or 
custom. 

Learned resourcefulness An acquired 
ability to use available resources in one’s 
behalf. 

Legal authority A group of people in 
whom power is vested by law, such as the 
powers vested in state boards of nursing 
by nurse practice acts. 

Legislative branch ‘The branch of gov- 
ernment consisting of elected officials 
who are responsible for enacting the laws 
of the land. 

Licensure The process by which an agency 
of government grants permission to qual- 
ified persons to engage in a given profes- 
sion or occupation. 

Licensure by endorsement A system 
whereby registered nurses or licensed 
practical/vocational nurses can, by sub- 
mitting proof of licensure in another state 
and paying a licensure fee, receive licen- 
sure from the new state without sitting for 
a licensing examination. 

Lifelong learning Continuing education 
and increasing knowledge throughout an 
individual's professional life. 

Lobby An attempt to influence the vote of 
legislators. 

Locus of control The place where an indi- 
vidual believes the power in his or her life 
resides, either within or outside of himself 
or herself. 


Logic The field of philosophy that studies 
correct and incorrect reasoning. 

Long-term care Care provided to indi- 
viduals, such as people with Alzheimer’s 
disease, who require ongoing assistance 
in the maintenance of activities of daily 
living. 

Long-term goals Major changes that 
may take months or even years to ac- 
complish. 

Lysaught Report A 1970 report titled 
An Abstract for Action that made recom- 
mendations concerning the supply and 
demand for nurses, nursing roles and 
functions, and nursing education. 


Magnet Recognition Program An ini- 
tiative of the American Nurses Creden- 
tialing Center (ANCC) that recognizes 
excellent patient outcomes, a high level 
of job satisfaction among nurses, low 
staff nurse turnover rate, and appropri- 
ate grievance resolution, among other 
factors. 

Malpractice An act resulting in injury 
that occurs when a professional fails to 
act as a reasonably prudent professional 
would under similar circumstances. 

Managed care A process in which an 
individual, often a nurse, is assigned to 
review patients’ cases and coordinate ser- 
vices so that quality care can be achieved 
at the lowest cost. 

Managed care organization (MCO) Any 
of a number of organizations that attempt 
to coordinate subscriber services to en- 
sure quality care at the lowest cost. 

Mandatory continuing education The 
requirement that nurses complete a cer- 
tain number of hours of continuing edu- 
cation as a prerequisite for relicensure. 

Medicaid A jointly funded federal and 
state public health insurance that covers 
citizens below the poverty level and those 
with certain disabling conditions; estab- 
lished in 1965. 

Medically indigent Individuals and fam- 
ilies who do not qualify for Medicaid or 
Medicare but cannot afford health insur- 
ance or medical care. 

Medicare A federally funded form of pub- 
lic health insurance for citizens 65 years of 
age and older; established in 1965. 

Mentor An experienced nurse who shares 
knowledge with less experienced nurses 
to help advance their careers. 


Message An essential element of commu- 
nication consisting of the spoken word 
and/or nonverbal communication. 

Metaparadigm ‘The most abstract aspect 
of the structure of knowledge; the global 
concepts that identify the phenomena of 
interest for a discipline. 

Metaphysics ‘The branch of philosophy 
that considers the ultimate nature of exis- 
tence, reality, and experience. 

Middle-range theory Theory that makes 
connections between grand theories and 
nursing practice. 

Milieu Surroundings or environment. 

Mission ‘The special task(s) to which an 
organization devotes itself. 

Model A symbolic representation of a 
concept or reality. 

Modeling An informal type of social- 
ization that occurs when an individual 
chooses an admired person to emulate. 

Moonlighting ‘The practice of working a 
second job in addition to the regular one. 

Moral development The ways in which 
a person learns to deal with moral di- 
lemmas from childhood through adult- 
hood. 

Moral distress Pain or anguish of a per- 
son who unwillingly participates in per- 
ceived moral wrongdoing. 

Morals Established rules or standards that 
guide behavior in situations in which a 
decision about right and wrong must be 
made. 

Mortality rate The number of deaths in 
a particular population during a specif- 
ic period of time; usually expressed as 
a quantity per 1000 people in a specific 
year. 

Mutuality Sharing jointly with others. 

Mutual recognition model A system 
whereby a registered nurse may be li- 
censed in the state of residency yet 
practice in other states, after being rec- 
ognized by them, without additional 
licenses. 


NANDA International Group working 
since 1970 to establish a comprehensive 
list of nursing diagnoses. 

National Council Licensure Examina- 
tion for Practical Nurses (NCLEX-PN®) 
The examination that graduates of practi- 
cal nursing programs must take to practice 
as licensed practical nurses (LPNs) or li- 
censed vocational nurses (LVNs). 


National Council Licensure Examination 
for Registered Nurses (NCLEX-RN®) 
The examination that graduates of basic 
nursing programs must take to become 
licensed to practice as registered nurses 
(RNs). 

National League for Nursing (NLN) 
National organization that seeks to ad- 
vance the profession of nursing through 
advocacy and improving educational 
standards for nurses. Nonnurses may be 
members. 

National League for Nursing Accredit- 
ing Commission (NLNAC) ‘The arm 
of the National League for Nursing that 
accredits schools’ associate degree, diplo- 
ma, baccalaureate, and master’s programs 
in nursing. 

National Student Nurses Association 
(NSNA) National organization devoted 
to developing leadership skills in nursing 
students. 

Negligence ‘The failure to act as a reason- 
ably prudent person would have acted in 
specific circumstances. 

Network A system of interconnected in- 
dividuals; useful to develop contacts or 
exchange information to further a career. 

Nonexperimental design Research with 
the intent to describe or clarify a 
phenomenon. Not intended to test a hy- 
pothesis. 

Nonjudgmental Describes an attitude that 
conveys neither approval nor disapproval of 
patients’ beliefs and respects each person's 
right to his or her own beliefs. 

Nonmaleficence The duty to inflict no 
harm or evil. 

Nonverbal communication Commu- 
nication without words; consists of ges- 
tures, posture, facial expressions, tone and 
loudness of voice, actions, grooming, and 
clothing, among other things. 

Nosocomial Hospital-acquired, as a nos- 
ocomial infection. 

Not-for-profit agency An organization 
that does not attempt to make a profit for 
distribution to owners or stockholders. 
Any profit made by such organizations is 
used to operate and improve the organiza- 
tion itself or to extend its services. 

Nuclear family Term used to describe a 
couple, parent, or parents and their chil- 
dren; as opposed to extended family. 

Nurse activist A nurse who works active- 
ly on behalf of a political candidate or cer- 
tain legislation. 
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Nurse anesthetist A nurse with special- 
ized advanced education who administers 
anesthetic agents to patients undergoing 
operative procedures. 

Nurse-based practice A clinic, office, or 
home practice in which nurses carry their 
own caseloads of patients with physical 
and/or psychiatric needs. 

Nurse citizen A nurse who exercises all 
the political rights accorded citizens, such 
as registering to vote and voting in all 
elections. 

Nurse entrepreneur A nurse who engag- 
es in a business undertaking related to 
health care or nursing, such as owning a 
traveling nurse agency. 

Nurse executive The top nurse in the 
administrative structure of a health care 
organization. 

Nurse Licensure Compact An agree- 
ment among certain states, authorized by 
legislation, that they will honor licenses 
issued to registered nurses by other states 
in the compact. 

Nurse manager A nurse who is in charge 
of all activities in a unit, including patient 
care, continuous quality improvement, 
personnel selection and evaluation, and 
resource (supplies and money) manage- 
ment. Formerly known as a head nurse. 

Nurse-midwife A nurse with advanced 
specialized education who assists wom- 
en and couples during uncomplicated 
pregnancies, deliveries, and postdelivery 
periods. 

Nurse-patient relationship The mode of 
connection between a nurse and patient. 

Nurse politician A nurse who runs for 
political office. 

Nurse practitioner A nurse with ad- 
vanced education who specializes in the 
health care of a particular group, such as 
children, pregnant women, or the elderly. 

Nursing The provision of health care ser- 
vices, focusing on the maintenance, pro- 
motion, and restoration of health. 

Nursing diagnosis A process of describ- 
ing a patient’s response to health problems 
that either already exist or may occur in 
the future. 

Nursing goal A statement of the desired 
long-term or short-term outcome as a re- 
sult of one or more nursing interventions. 

Nursing informatics The branch of nurs- 
ing that manages knowledge and data 
through technology with the goal of im- 
proving patient care. 
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Nursing information system A software 
system that automates the nursing process. 

Nursing Outcomes Classification (NOC) 
A classification system describing patient 
outcomes sensitive to nursing interven- 
tions. 

Nursing practice act Law defining the 
scope of nursing practice in a given state. 

Nursing process A cognitive activity that 
requires both critical and creative think- 
ing and serves as the basis for providing 
nursing care. A method used by nurses in 
dealing with patient problems in profes- 
sional practice. 

Nursing research ‘The systematic investi- 
gation of events or circumstances related 
to improving patient outcomes. 

Nursing theory A formal statement of 
related concepts used to explain, predict, 
control, and understand commonly oc- 
curring phenomena of interest to nurses. 


Sa 

Obesity A body mass index (BMI) of 30 
or more. 

Objective data Factual information ob- 
tained through observation and examina- 
tion of the patient or through consultation 
with other health care providers. 

Occupation A person's principal work or 
business. 

Occupational and environmental health 
nurse A nurse specializing in the care 
of a specific group of workers in a given 
occupational setting. 

Open-ended question An inquiry that 
causes the patient to answer fully, giving 
more than a “yes” or “no” answer. 

Open posture Body position, such as 
squarely facing another person with arms 
in a relaxed position. 

Open system A system that promotes the 
exchange of matter, energy, and informa- 
tion with other systems and the environ- 
ment. 

Organizational structure How an agen- 
cy is organized to accomplish its mission. 

Orientation phase ‘The beginning phase 
of a nurse-patient relationship in which 
the parties are getting acquainted with 
one another. 

Outcome criteria Expected results of 
nursing intervention. 

Out-of-pocket payment Direct payment 
for health services from individuals’ per- 
sonal funds. 

Output The end result or product of a sys- 
tem. 


Palliative care nursing A rapidly devel- 
oping specialty in nursing dedicated to 
management of symptoms and improving 
the quality of life of seriously, chronical- 
ly ill patients, patients at the end of their 
lives, and their families. 

Parental modeling A type of socializa- 
tion that occurs when parents’ behavior 
and responses to various stimuli influence 
a child’s future behaviors and responses. 

Participants The individuals who are 
studied in a research project. Formerly 
referred to as “subjects.” 

Patient acuity The degree of illness of a 
particular patient or group of patients; 
used to determine staffing needs. 

Patient advocate One who promotes the 
interest of patients. A nursing role. 

Patient care technician (PCT) A health 
technician working under the supervision 
of a registered nurse, physician, or other 
health professional to provide basic pa- 
tient care. 

Patient-centered care A system that 
emphasizes coordinating patient care to 
maximize patient comfort, convenience, 
and security. 

Patient classification system (PCS) 
Identification of patients’ needs for nurs- 
ing care in quantitative terms. 

Patient interview A face-to-face interac- 
tion with the patient in which an inter- 
viewer elicits pertinent information. 

Patient Self-DeterminationAct Effective 
December 1, 1991, this law encourages 
patients to consider which life-prolong- 
ing treatment options they desire and to 
document their preferences in case they 
should later become incapable of partic- 
ipating in the decision-making process. 

Patients’ rights Responsibilities that a 
hospital and its staff have toward patients 
and their families during hospitalization. 

Pay equity Equal pay for work of compa- 
rable value. 

Peer review ‘The process of submitting 
one’s work for examination and comment 
by colleagues in the same profession to 
ensure scientific and scholarly value. 

Perception ‘The selection, organization, 
and interpretation of incoming signals 
into meaningful messages. 

Performance improvement (PI) Orga- 
nizational efforts to improve corporate 
performance, incorporating aspects of 
quality management. 


Person An individual—man, woman, or 
child. 

Personal payment Direct payment for 
health services from an individual's per- 
sonal funds. 

Personal space ‘The amount of space sur- 
rounding individuals in which they feel 
comfortable interacting with others; usu- 
ally culturally determined. 

Personal value system The social prin- 
ciples, ideals, or standards held by an in- 
dividual that form the basis for meaning, 
direction, and decision making in life. 

Phenomena Occurrences or 
stances that are observable. The singular 
form of the word is phenomenon. 

Phenomenological inquiry/research A 
qualitative research approach focusing 
on what people experience in regard to 
a particular phenomenon, such as grief, 
and how they interpret those experiences. 

Philosophy ‘The study of the truths and 
principles of being, knowledge, conduct, 
or nature of the universe. 

Planning ‘The third step in the nursing 
process, which begins with the identifica- 
tion of patient goals. 

Policy ‘The principles and values that gov- 
ern actions directed toward given ends. 
Policy sets forth a plan, direction, or goal 
for action. 

Policy development ‘The generation of 
principles and procedures that guide gov- 
ernmental or organizational action. 

Policy outcome The result of decisions 
made by governmental or organizational 
leaders who choose a certain course of 


circum- 


action. 

Political action committees (PACs) 
Groups that raise and distribute money to 
candidates who support their organiza- 
tion’s stand on certain issues. 

Politics The area of philosophy that deals 
with the regulation and control of people 
living in society; in government, it in- 
cludes the allocation of scarce resources 
such as health care resources. 

Population The entire group of people 
possessing a given characteristic; for ex- 
ample, all brown-eyed people older than 
age 65. 

Position paper Statement pertaining to 
the stance a group or organization takes 
on an issue; for example, the American 
Nurses Association’s 1965 Position Paper 
advocated the baccalaureate degree as the 
entry level into the practice of registered 
nursing. 


Posttraumatic stress disorder (PTSD) 
An anxiety disorder characterized by an 
acute emotional response to a traumatic 
event or situation. 

Powers of appointment The authority to 
select the people who serve in positions 
such as judges, ambassadors, and cabinet 
officials. 

Practical nurse (LPN/LVN) program A 
l-year educational program preparing 
individuals for direct patient care roles 
under the supervision of a physician or 
registered nurse. 

Preceptor A teacher; in nursing, usual- 
ly an experienced nurse who assumes 
responsibility for teaching a new nurse 
(novice). 

Preferred provider organization (PPO) 
A form of HMO that contracts with inde- 
pendent providers such as physicians and 
hospitals for a negotiated discount for ser- 
vices provided to its members. 

Premium ‘The amount paid for an insur- 
ance policy, usually in installments. 

Primary care Basic health care, including 
promotion of health, early diagnosis of 
disease, and prevention of disease. 

Primary election An election in which 
voters who are declared members of a 
political party choose among several can- 
didates of that same party for a particular 
office. 

Primary nursing A system of nursing care 
delivery in which one nurse has respon- 
sibility for the planning, implementation, 
and evaluation of the care of one or more 
clients 24 hours a day for the duration of 
the hospital stay. 

Primary source ‘The patient is considered 
the primary source of data about himself 
or herself; in a literature review, a primary 
source is the original writing of a theorist 
or author. 

Principalism Use of multiple ethical prin- 
ciples, such as beneficence, autonomy, 
nonmaleficence, veracity, justice, and fi- 
delity, in the resolution of ethical conflicts 
rather than a single principle. 

Private insurance Insurance obtained 
from a privately owned company, as op- 
posed to public or governmental insur- 
ance. 

Private practice Nursing practice en- 
gaged in by some nurses with advanced 
education; usually provided on a fee-for- 
service basis, as in most medical practices. 


Privileged communications The prin- 
ciple that information given to certain 
professionals (e.g., attorneys, clergy) is 
protected and is not to be disclosed even 
in court. 

Problem solving A method of finding 
solutions to difficulties specific to a giv- 
en situation and designed for immediate 
action. 

Profession Work requiring advanced 
training and usually involving men- 
tal rather than manual effort. Usually 
has a code of ethics and a professional 
organization. 

Professional A person who engages in a 
specific profession, such as law, medicine, 
or nursing. 

Professional accountabilities In the 
shared governance model, a basic set of 
responsibilities of all professional nurses 
regardless of practice setting. 

Professional association An organiza- 
tion consisting of people belonging to the 
same profession and thereby having many 
common interests. 

Professional boundary The dividing line 
between the activities of two professions. 
The area in which a professional person 
functions to avoid both underinvolve- 
ment and overinvolvement, maintaining 
the patient’s needs as the focus of the re- 
lationship. 

Professional outcomes The impact on 
a profession from political action by its 
practitioners. 

Professional practice advocacy In- 
cludes activities such as education, lob- 
bying, and advocating individually and 
collectively to advance a_ profession’s 
agenda. 

Professional review organization (PRO) 
Organizations that review Medicare hos- 
pital admissions and Medicare patients’ 
lengths of stay. 

Professional socialization The process 
of developing an occupational identity. 
Professionalism Professional — behavior, 

appearance, and conduct. 

Professionalization A process through 
which an occupation evolves to profes- 
sional status. 

Proposition A statement about how two 
or more concepts are related. 

Protocol A written plan specifying the 
procedure to be followed. 

Provider A deliverer of health care ser- 
vices—hospital, clinic, nurse, or physician. 
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Proximate cause Action occurring im- 
mediately before an injury, thereby as- 
sumed to be the reason for the injury. 

Psychomotor domain Area of activity 
referring to motor skills or actions by an 
individual; for example, learning to dance 
is in the psychomotor domain. 

Pure science Information that summa- 
rizes and explains the universe without 
regard for whether the information is 
immediately useful; also known as “basic 
science.” 


Qualitative research A type of inquiry 
that is characterized by studying phe- 
nomena in their natural setting using 
interviews, observations, and other tech- 
niques; includes ethnography, grounded 
theory, and phenomenology. 

Quantitative research Research that uses 
data-gathering techniques that can be re- 
peated by others and verified. Data col- 
lected are quantifiable—that is, they can 
be counted, measured with standardized 
instruments, or observed with a high de- 
gree of agreement among observers. 

Quaternary care Extremely specialized 
care that may be available in a very few lo- 
cations, such as a research medical center; 
a form of very advanced care. 


Reality shock ‘The feelings of powerless- 
ness and ineffectiveness often experienced 
by new nursing graduates; usually occurs 
as a result of the transition from the edu- 
cational setting to the “real world” of nurs- 
ing in an actual health care setting. 

Receiver An essential element of commu- 
nication; the person receiving the message. 

Reengineering Radical redesign of busi- 
ness processes and thinking to improve 
performance. 

Referendum An election resulting from 
registered voters being asked by a legis- 
lative body to express a preference on a 
policy issue. 

Reflection A communication technique 
that consists of directing questions back 
to patients, thereby encouraging patients 
to think through problems for themselves. 

Reflective practice A method of focusing 
on one’s practice, both in the moment and 
after an event, with an open and curious 
mind, drawing on all the senses to know 
oneself more fully. 
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Reflective thinking The process of eval- 
uating one’s thinking processes during a 
situation that has already occurred, as op- 
posed to evaluating one’s thinking during 
the situation as it occurs. 

Registered nurse (RN) An individual 
who has completed a basic program for 
registered nurses and successfully passed 
the NCLEX-RN®. 

Rehabilitation services Those activi- 
ties designed to restore an individual or 
a body part to normal or near-normal 
function after a debilitating disease or an 
accident. 

Reliable Yielding the same values depend- 
ably each time an instrument is used to 
measure the same thing. 

Remission A period of chronic illness 
during which symptoms subside. 

Replication The process of repeating a re- 
search study as closely as possible to the 
original. 

Research process Prescribed steps that 
must be taken to plan and conduct mean- 
ingful research properly. 

Research question A statement, ques- 
tion, or hypothesis that a research study is 
designed to answer. 

Resilience A pattern of successful adap- 
tation despite challenging or threatening 
circumstances. 

Resocialized The outcome of a transition- 
al process of giving up part or all of one 
set of professional values and learning 
new ones. 

Resolution A written position on an issue 
presented to the voting members of an as- 
sociation for their consideration, discus- 
sion, and vote. 

Respondeat superior Legal theory that 
attributes the acts of employees to their 
employer (Latin term). 

Retrospective reimbursement Insur- 
ance payment made after services are de- 
livered. 

Risk management A _ program that 
seeks to identify and eliminate potential 
safety hazards, thereby reducing patient 
injuries. 

RN-to-BSN in nursing Programs en- 
abling registered nurses who hold asso- 
ciate degrees or diplomas in nursing to 
acquire baccalaureate degrees in nursing. 

Role A goal-directed pattern of behavior 
learned within a cultural setting. 

Role model An individual who serves as 
an example of desirable behavior for an- 
other person. 


Role strain Stress created by difficulty ex- 
perienced in adjusting to a life or occupa- 
tional role. 


Salary compression A phenomenon in 
which pay increases are limited during 
an individual’s career, so that the salary 
of an experienced nurse may be little 
higher than that of a recently hired nov- 
ice nurse. 

Sample A subset of an entire population 
that reflects the characteristics of the pop- 
ulation. 

School nurse Nurse specializing in the 
care of school-age children or adolescents 
and practicing in school settings. 

Scientific discipline A branch of instruc- 
tion or field of learning based on the study 
of a body of facts about the physical or 
material world. 

Scientific method A systematic, orderly 
approach to the gathering of data and the 
solving of problems. 

Scope of practice The boundaries of a 
practice profession's activities as defined 
by law. 

Secondary care An intermediate level of 
health care performed in a hospital hav- 
ing specialized equipment and laboratory 
facilities. 

Secondary source Sources of data such 
as the nurse’s own observations or per- 
ceptions of family and friends of the 
patient. 

Self-actualization A process of realiz- 
ing one’s maximum potential and using 
one’s capabilities to the fullest extent 
possible. 

Self-awareness Understanding of one’s 
own needs, biases, and impact on others. 

Self-care ‘The ability to care for oneself— 
that is, engage in activities of daily living 
without assistance. 

Self-care model Nursing theoretical 
model based on the concept of ability to 
care for oneself. 

Self-efficacy A belief in self as possessing 
the ability to perform an activity, such as 
administering daily insulin. 

Sender Anessential element of communi- 
cation; the person sending a message. 

Separation of powers Under the US. 
Constitution, each branch of the feder- 
al government has separate and distinct 
functions and powers. 

Set A group of circumstances or situations 
joined and treated as a whole. 


Shared governance Incorporation of 
unit-based decision making in nursing 
practice models. Generic term used to de- 
scribe any organization in which decision 
making is shared throughout. 

Short-term goals Specific, small steps 
leading to the achievement of broader, 
long-term goals. 

Sigma Theta Tau International (STTI) 
The international honor society for nurs- 
ing. 

Sign Outward evidence of illness visible 
to others—for example, a rash or bleed- 
ing. 

Socialization The process whereby values 
and expectations are transmitted from 
generation to generation. 

Social services Services designed to as- 
sist individuals and families in obtaining 
basic needs, such as housing, food, and 
medical care. 

Somatic language Language used by 
infants to signal their needs to caretak- 
ers—for example, crying; reddening of 
the skin; fast, shallow breathing; facial ex- 
pressions; and jerking of the limbs. 

Spelman Seminary Site of the first nurs- 
ing program for Blacks; founded in Atlan- 
ta, Georgia, in 1886. 

Spirituality Belief in and sense of con- 
nectedness with a higher power. 

Spiritual nursing care Care that recog- 
nizes, respects, and, if appropriate, facil- 
itates the practice of a patient’s spiritual 
beliefs. 

Staff nurse The bedside nurse who 
cares for a group of patients but has 
no management responsibilities for the 
nursing unit. 

Stage theory A theory that views human 
development as a series of identifiable 
stages through which individuals and 
families pass. 

Stakeholders Individuals with an interest 
in an outcome or process. 

Standard of care A guideline stating 
what the reasonably prudent nurse, un- 
der similar circumstances, would have 
done. 

Standards of practice Formal statements 
by a profession of the accountability of its 
practitioners. 

State board of nursing The regulatory 
body in each state that regulates and en- 
forces the scope of practice and discipline 
of the members of the nursing profession. 

Statutory law Law established through 
formal legislative processes. 


Stereotypes Simplistic and preconceived 
image about a person or group. 

Stereotyping Erroneous belief that all 
people of a certain group are alike. 

Stress Any emotional, physical, social, 
economic, or other type of factor that re- 
quires a response or change. 

Stressors Stimuli that tend to disturb 
equilibrium. 

Subjective data Information obtained 
from patients as they describe their needs, 
feelings, and strengths, as well as their 
perceptions of the problem. 

Subsystems The parts that make up a 
system. 

Supervision The initial direction and 
periodic inspection of the actual accom- 
plishment of a task. 

Suprasystem The larger environment 
outside a system. 

Symptom An indication of illness felt by 
the individual but not observable to oth- 
ers, such as pain and nausea. 

Synergy Combined action that is greater 
than that of the individual parts. 

System A set of interrelated parts that 
come together to form a whole. 

Systems theory See General systems 
theory. 


Taxonomy A framework for classifying 
and organizing information. 

Team nursing A system of nursing care 
delivery in which a group of nurses and 
ancillary workers are responsible for the 
care of a group of patients during a speci- 
fied period, usually 8 to 12 hours. 

Technologists Personnel, such as labora- 
tory technologists or radiologic technolo- 
gists, who assist in the diagnosis of patient 
problems. 

Telehealth The practice of providing 
health care by means of telecommuni- 
cation devices, such as telephone lines 
or televisions; the removal of time 
and distance barriers for the deliv- 
ery of health care services and related 
health care activities through telecommu- 
nication technologies such as telephones. 

Telehealth nursing The delivery of nurs- 
ing care services and related health care 
activities through telecommunication 
technology, such as telephones, video 
conferencing, and others. 


Termination phase ‘The final phase of 
the nurse-patient relationship wherein 
a mutual evaluation of progress is con- 
ducted. 

Tertiary care Specialized, highly tech- 
nical level of health care provided in 
sophisticated research and_ teaching 
hospitals. 

Tertiary source Sources of data including 
the medical records and health care pro- 
viders, such as physical therapists, physi- 
cians, or dietitians. 

Theory A general explanation scholars use 
to explain, predict, control, and under- 
stand commonly occurring events. 

Therapeutic milieu An environment cre- 
ated to foster healing. 

Therapist Any of several health care 
workers with differing educational 
backgrounds who work with patients 
with specific deficits; examples include 
physical therapists and occupational 
therapists. 

Third-party payment Payment for health 
services by an entity other than the pa- 
tient or the provider of services, such as 
the government or insurance companies. 

Throughput ‘The processes a system uses 
to convert raw materials into a form that 
can be used, either by the system itself or 
by the environment. 

Tort A civil wrong against a person; may 
be intentional or unintentional. 

Total quality management (TQM) Man- 
agement philosophy and activities di- 
rected toward achieving excellence and 
employee participation in all aspects of 
that goal. 

Transcultural nursing Nursing care 
that is based on the patient’s culturally 
determined health values, beliefs, and 
practices. 

Transmission In communication theory, 
the expression of information verbally or 
nonverbally. 


Universal health care Provision of health 
care to all people. 

Unlicensed assistive personnel (UAP) 
Health care personnel, such as nursing as- 
sistants and home care aides, who are not 
licensed but are supervised by licensed 
individuals, such as nurses or physicians. 
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Urbanization The process of population 
migration to cities. 

Utilitarianism An ethical theory as- 
serting that it is right to maximize the 
greatest good for the greatest number of 
people. 


Valid Measuring what it is intended to 
measure, as in a valid test question or re- 
search instrument. 

Value ethics Ethical beliefs and behaviors 
that arise from the character of the deci- 
sion maker. 

Value statement A statement regarding 
the desirability of something. 

Values ‘The social principles, ideals, or 
standards held by an individual, class, or 
group that give meaning and direction to 
behavior. 

Veracity Truthfulness. 

Verbal communication All language, 
whether written or spoken; represents 
only a small part of communication. 

Virtue ethics The system of ethics based 
on a person's natural tendency to act, feel, 
and judge but developed through train- 
ing; ethics based on the natural traits of 
the decision maker. 

Voluntariness The degree to which an 
action is brought about by an individual’s 
own free choice. 

Voluntary (private) agency An agen- 
cy supported entirely through voluntary 
contributions of time and/or money. 

Vulnerable populations Groups who 
are at risk and unable to advocate for 
themselves, such as young children, per- 
sons with mental illness, developmental- 
ly challenged individuals, the frail elder- 
ly, or the socially marginalized, such as 
prisoners. 


Whistle-blower A person who speaks 
out against unfair, dishonest, or danger- 
ous practices by a company or agency. 
Usually an employee of that company or 
agency. 

Woodhull Study on Nurses and the 
Media A comprehensive 1997 study of 
nursing in the print media. 

Workers’ compensation A __ federally 
mandated insurance system covering 
workers injured on the job. 
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Work ethic A belief on the part of an 
employee or group in the importance of 
work; an appreciation for the characteris- 
tics employers desire in employees and a 
commitment to exhibiting them. 

Working phase ‘The middle phase of the 
nurse-patient relationship, wherein goals 
are achieved. 

Working poor Those who, although em- 
ployed, are unable to earn enough to live 
at more than a very modest level. 


Work-life balance ‘The equilibrium be- 
tween the amount of time and effort a 
person devotes to work and that given to 
other aspects of life. 

Workplace advocacy Action ensuring 
that workers have a voice in the issues that 
concern them, either through collective 
action or through other effective means. 


Yale School of Nursing The first school 
of nursing in the world to be established 
as a separate university department with 
an independent budget and its own dean, 
Annie W. Goodrich. 


INDEX 


A 
Abstracts, 234 
Abuse, 178 
substance, 121, 160-163 
Acceptance, 289, 289b 
Accountability, 61 
for accurate documentation, 135 
Accreditation, 84 
of educational programs, 84 
of health care agencies, 320 
Act deontology, 147-148 
Action language, 268 
Active listening, 270-271, 272f 
Acute illness, 286, 287b, 289b 
Adaptation, 176, 207 
Adaptation model, Roy’s, 206-208 
Administrative laws, 118 
Administrative support personnel, 325 
Advance directives, 163 
Advanced beginner, 105-106 
Advanced degrees, 85-87 
Advanced practice nurses (APNs), 5-6. 
See also Clinical nurse specialists; 
Nurse educators; Nurse 
practitioner 
issues in, 23-24 
prescriptive authority of, 131-132 
regulations in, 353-354 
reimbursement of, 133 
Advanced practice nursing, 20-22 
Aesthetics, 193 
Affective domain, of learning, 249b 
Affordable Care Act (ACA), 1, 41, 312, 
343. See also Health care reform 
Afghanistan conflict, 42 
African Americans 
in nursing, 32-33 
segregation of, 38 
Aging 
of America, 49-50, 50f 
of nursing workforce, 3 
Ahten, Sara, 365 
AIDS, 40 
Aiken, Linda, 7-8, 8b-9b, 74 
Allocation, 345 
Altruism, 58f, 61, 63 
Ambulatory care, 5 
American Academy of Ambulatory Care 
Nursing, 16 


American Assembly for Men in Nursing 
(AAMN), 44 
American Association of Colleges of 
Nursing (AACN) 
Commission on Collegiate Nursing 
Education, 84 
‘The Essentials of Baccalaureate 
Education for Professional 
Nursing Practice, 81, 247 
hospice/palliative care guidelines, 
15-16 
American Association of Occupational 
Health Nurses (AAOHN), 12 
American Civil War, 30-31 
American Hospital Association, 163 
American Journal of Nursing (AJN), 35, 
225-226 
American legal system, 117-119, 
118f 
American Nurses Association 
(ANA) 
Code of Ethics for Nurses, 100, 141, 
155, 155b 
Code of Ethics for Nurses with 
Interpretive Statements, 65, 188 
on definition of nursing, 99-100 
faith community nursing as defined 
by, 17 
health care reform and, 41 
Hospice and Palliative Care Nursing, 
15 
membership in, 346 
minority group inclusion in, 33 
Model Nursing Practice Act, 119-120 
Nursing: Scope and Standards of 
Practice, 65, 155 
Nursing’s Social Policy Statement: The 
Essence of the Profession, 99, 
136b, 191-192 
practice guidelines and position 
statements, 351-352 
Social Networking Principles 
Toolkit, 160 
American Nurses Credentialing Center 
(ANCC) 
certification by, 11 
Magnet Recognition Program, 54, 
62-63, 218, 307 


American Organization of Nurse 
Executives, 74 
American Psychological Association, 
292 
American Recovery and Reinvestment 
Act of 2009, 54 
American Red Cross, 31 
American Telemedicine Association, 
16 
Americans with Disabilities Act, 163 
Anger, 288, 298 
Anxiety 
illness and, 298-299 
levels of, 299b 
responses to, 299 
stress vs., 300 
symptoms of, 299 
Applied ethics, 139-140 
Applied science, 220 
Appropriateness, of communication, 
269 
Aristotle, 150 
Army School of Nursing, 36 
Articulated programs, 82-83 
Articulation, 82-83 
Assault and battery, 130 
Assessment. See also Self-assessment 
cultural, 295-296, 296f, 296b 
in nursing process, 244-246, 245f 
Associate degree programs, 53-54, 
81-82, 82t 
Association, 61, 63-64 
Association of Black Nursing Faculty, 
250b 
Atlanta Baptist Female Seminary, 
32-33 
Authority, 343-344 
Autonomy, 61-63, 151 
nurse entrepreneurs, 18 
nurse practitioner, 20-21 


B 
Baccalaureate programs, 79-81, 79f, 
80b 
growth of, 78 
online, 84 
for registered nurses, 83-84 
for students, with degrees in other 
fields, 84 


Note: Page numbers followed by “f” indicate figures, “t” indicate tables, and “b” indicate boxes. 


385 


INDEX 


Balanced Budget Act, 133 
Bandura, Albert, 104, 185 
Barton, Clara, 31 
Battery, 130 
Belief systems, 188 
Beliefs, 188-190, 189f 
categories of, 189-190 
description of, 188 
health, 184 
Bellevue Hospital, 75 
Bellevue Training School for Nurses, 32 
Beneficence, 151, 155b 
Benner, Patricia, 73-74 
Benner’s stages of nursing proficiency, 
105-106, 106t, 107b-108b 
Benson, Herbert, 292 
Bentham, Jeremy, 148 
Berry, Diane, 228, 230b 
Beyer, Lindy, 69, 69b 
Bias, in research, 219 
Bickerdyke, Mary Ann, 31 
Bioethics, 141, 193 
Biomedical technology, 52 
Bixler, Genevieve, 61 
Bixler, Roy, 61 
Black, Amanda M., 274b 
Black, Diane, 356-357 
Blogs, 69b 
Bloom’s taxonomy, 248-249, 249b 
Board of directors, 317, 317b 
Breast tomosynthesis, 313-314 
Breathing exercise, 301b 
Breckinridge, Mary, 37, 38f 
Brown, Esther Lucille, 62, 77-78 
Brown Report, 77-78 
Bullying, 111 
Bush, Tom, 87 
Bylaws, 318 


C 
Cadet Nurse Corps, 38 
Cameras, mobile phone, 130, 130b 
Campaign for Nursing’s Future, 
Johnson & Johnson’s, 47f, 46 
Cannabis, 345 
Capps, Lois, 356-357, 357f 
“Captain of the ship” doctrine, 
124 
Care 
cultural, 209 
of environment, 366-368 
moral perspective of, 145 
patient-centered, 265-266 
for profession, 363-366 
Caregiver stress, 305 
Caregiving, impact on nurses, 
305-308 


Caring, 61, 305-306 
nurse-patient relationship and, 265 
for self, 361-363, 363f 
life-work balance in, 307-308, 
307f, 308b 
while caring for others, 306-307 
Watson's philosophy of, 204 
Caring for Yourself, Caring for Others: 
The Ultimate Balance, 308 
Caring Theory, Swanson’s, 211 
Caritas processes, Watson's, 203, 203b 
Carnegie Foundation for the 
Advancement of Teaching, 73-74 
Case management nursing, 329-330, 
330b 
Certification, 87 
American Nurses Credentialing 
Center (ANCC) by, 11 
occupational health nursing, 12 
in professional organizations, 351 
school nursing, 13-14 
Certified nurse, becoming, 87-89, 88b 
Certified nurse-midwife, 21, 23b 
Certified nursing assistants (CNAs), 
120 
Certified registered nurse anesthetist, 
21-22 
Certified respiratory therapist (CRT), 
324 
Chief executive officer (CEO), 317 
Chief nurse executive (CNE), 318, 326 
Chief nursing officer (CNO), 318, 326 
Chief of staff, 318 
“Childhood value messages,” 159, 159b 
Christy, Claudia, 236, 237b 
Chronic illness, 286-287, 287b 
Civil law, 118 
Civil War, American, 30-31 
Civility, promoting, 365-366, 
365f-366f 
Clarify, failing to, 277 
Clark, Cynthia, 365 
Clichés, 276 
Climate change, 367 
Clinical judgment 
key questions, 255b 
in nursing, 253-254, 255b 
self-assessment, 256b 
Clinical ladder, 7 
Clinical nurse leaders, 20 
Clinical nurse specialists, 21 
in hospitals, 7 
Clinical science, 220 
Clinton, Bill, 337 
Clinton, Hillary, 337 
“Closed shop; 348 
Closed systems, 173 


Code of Conduct, National Student 
Nurses Association, 352, 
352b-353b 

Code of ethics, 63, 154-155 

Code of Ethics for Nurses with 
Interpretive Statements, 155, 188 

definition of, 65, 154 

International Council of Nurses, 63, 
155, 156b 

Code of Ethics for Nurses, 100 

Cognitive domain, of learning, 249b 

Cognitive rebellion, 104-105 

Cohen's model of basic student 
socialization, 104-105 

Collaboration 

definition of, 280 
interprofessional, 280-283, 282b 
in professional nursing, 259-284 

Collaborator, 327 

Collective identity, 59 

Collective philosophies, 194 

Collegiality, 65 

Commission on Collegiate Nursing 
Education (CCNE), 84 

Commitment, professional, 59-60, 60f 

Common Fund, NIH, 220 

Common law, 118 

Communication, 266 

across differing languages, 273-275 
breakdown, causes of, 275-277 
clarify, failing to, 277 
false reassurance, 276 
meaning, recognize levels of, 276 
uniqueness of individual, 
275-276 
value statements and clichés, 276 
criteria for successful, 268-270 
appropriateness, 269 
efficiency, 269 
feedback, 268-269 
flexibility, 269-270 
development of, 268 
effective, with other providers, 
277-280 
electronic communication 
devices, effective use of, 279 
multicultural workplace, 
communication in, 279-280, 
281t 
standardizing communication in 
health care, 277-279 
structured communication 
across the health care teams, 
277 
faceless, 365-366 
levels of, 266-267 
in professional nursing, 259-284 


Communication (Continued) 
protecting from legal problems 
through, 134-135 
responding techniques 
helpful, 272-273 
practicing, 277, 278b 
self-assessment, 271b 
skills, developing effective, 270-277, 
271b 
listening, 270-271 
Communication process 
elements of, 267, 267f 
operations in, 267-268 
evaluation, 267 
factors influencing perception, 
evaluation, and transmission, 
268 
perception, 267 
transmission, 268 
Communication theory, 266-268 
Community health nursing, 10 
Community hospitals, 5 
Community systems, 181 
Companionship, 180 
Compassion fatigue, 306 
Competent practitioner, 106 
Computerized adaptive testing, 121 
Concepts, 199 
Conceptual framework, 199, 227 
definition of, 204-205 
for research, 227-228 
Conceptual models, of nursing, 
204-208, 205t 
King’s interacting systems 
framework and theory of goal 
attainment, 206 
Orem’s self-care model, 205 
Roy’s adaptation model, 206-208 
Confidentiality, 127-130, 128f 
HIPAA standards and, 129-130 
Nightingale Pledge for, 155b 
of patient data, 246 
of research participants, 233 
social media and, 162b 
Conflicts 
external, 67 
internal, 67 
“Conformist practice, 147b 
Congruent communication, 266-267 
Connecticut Training School for 
Nurses, 32 
Consent, informed, 126-127, 127f, 233, 
233b 
Constitution, U.S., 117-118 
Consultation, 245-246 
Contact hour, 89-90 
Context, 267 


Continuing education, 89 
maintaining expertise and staying 
current through continuing 
education, 89-90 
online resources for, 242 
in professional organizations, 351 
Continuous quality improvement 
(CQI), 320 
Contract 
with patient, 206 
with society, 64 
Control, attempting to gain, over 
illness, 288 
Conventional level, of moral reasoning, 
144 
Cooper, Carolyn, 362 
Coping 
definition of, 291 
with illness, 291 
with stress, 301, 301b, 302t 
Crimean War, 29, 218f 
Criminal law, 118 
Criteria, 199-200 
Critical path, 329-330 
Critical pathways, 251 
Critical thinker, ideal, 239, 240b 
Critical thinking, 239-240 
challenges 
professional image of nursing, 
69b 
professional nursing behaviors, 
70b-71b 
school philosophies and mission 
statements, 213b 
social context of nursing, 42b 
consensus statement on, 240b 
definition of, 239 
developing nursing judgment 
through, 239-258 
novice vs. expert, 242b 
in nursing, 240-242, 242b 
nursing process and, 242-244 
self-assessment, 243b 
using skills in, 241b 
Cronenwett, Linda, 90 
Crossing the Quality Chasm: A New 
Health System for the 21st Century, 
90-92 
Cruzan, Nancy, 40 
Cultural assessment, 295-296, 296f, 
296b 
Cultural Brokering Theory, Jezewski’s, 
211 
Cultural care, 209 
Cultural competence, 178 
definition of, 295 
need for, 41-42 


INDEX 


Cultural congruency, 250 
nursing interventions, 250b 
Cultural considerations 
communication, 275b 
cultural assessment, 296b 
informed consent for non-English 
speakers, 233b 
nursing theory to bridge cultural 
gap, 212b 
Cultural diversity, in nursing, 50-51 
Cultural humility, 154 
Cultural systems, 178-179 
Culturally competent nurse, 295 
Culturally congruent nursing care, 
210-211 
Culture 
communication and, 275 
description of, 178 
illness behaviors and, 294-296, 296b 
Culture Care Diversity and 
Universality, Leininger’s Theory 
of, 209-211, 210f 
Curtis, Namahyoke, 35-36 
“Cyberchondria,’ 186 


D 
Data 
access to patient, 165 
analysis of, 233 
collection of, 233 
instruments for, 231-232, 232f 
methods of, 245-246, 245f 
protocol for, 232 
confidentiality of, 246 
organizing, 246 
for research, 231-232 
types of, 244-245 
Data collection tool, 231-232 
Davis, Mary E., 36 
Death and dying, psychological 
adaptation in, 211-212 
Decision making, ethical, 156-158 
Declaration of the Rights of Mentally 
Retarded Persons, 163 
Deductive reasoning, 220-221 
Defendant, 124 
Defining Nursing, 100 
Delano, Jane A., 36 
Delegation, 125-126, 126b 
Demand, supply and, 331 
Denial of illness, 288 
Deontology, 146-148 
Dependence, 290-291, 291b 
Dependent interventions, 251 
Depression, 289 
Depression era, 36-37 
Descriptive belief, 189 


388 INDEX 


Devine, Edward T., 35 
Diabetes nurse practitioner, 22b 
Diagnosis. See also Nursing diagnosis 
nursing vs. medical, 247-248 
treatment and, 313-314 
Dieckmann, Janna, 69b 
Dietitians, 323 
Digital technology, 122, 130b, 165 
Diploma programs, 4, 76-77 
Direct coping, 301 
Disasters, 40-42 
Disbelief about illness, 288 
Disease management services, 314 
Dissemination of findings, research, 
234 
Distance learning, 83-84, 103-104 
Dix, Dorothea L., 30-31 
Dobratz Psychological Adaptation in 
Death and Dying theory, 211 
Dock, Lavinia Lloyd, 33 
Doctor of Nursing Practice (DNP), 
20-21, 86 
Doctor of philosophy (PhD), 86 
Doctoral education, 86-87 
current status of, 87 
history of, 86-87 
for nurse practitioner, 20 
online programs for, 84 
Documentation, paperless, 52 
Domestic violence, 178 
Double effect rule, 152 
“Dr. Google,” 185-187 
“Drop out,” 112 
Durbin, Richard, 357-358, 358f 
Dynamic Nurse-Patient Relationship: 
Function, Process, and Principles, 


209 

E 

Economics. See also Health care 
financing 


of nursing care, 332-333, 333b 
theory of, 331-332 
Educating Nurses: A Call for Radical 
Transformation, 73-74 
Educational Competencies for 
Graduates of Associate Degree 
Nursing Programs, 81-82 
Educational curricula, defining nursing 
for, 98 
Educational Preparation for Nurse 
Practitioners and Assistants to 
Nurses, 78 
Educator, nurse as, 326 
Efficiency, of communication, 269 
Elderly. See Older adults 


Electronic communication devices, 
effective use of, 279 
Electronic health records (EHRs), 165 
Emotional support, 180 
Empathy, 272 
Employment opportunities 
faith community nursing, 17-18 
hospice and palliative care nursing, 
15 
nurse entrepreneur, 18-20 
nursing informatics, 16-17 
office-based nursing, 11 
outlook for, 24 
requiring advanced degrees, 
20-24 
school nursing, 13-14, 15f 
telehealth nursing, 16 
travel nursing, 54 
Endorsement, licensure by, 121-122 
Entrepreneurs, nurse, 18-20, 19b 
Environment 
caring for, 366-368 
Nightingale’s beliefs about, 98, 201 
nurses’ potential impact, 181-182 
nursing concepts of, 172f, 177-182 
community, national, and world 
systems, 181 
cultural systems, 178-179 
family systems, 177-178 
social systems, 179-181 
Roy’s model focusing on, 207 
Environmental health nursing, 
11-12 
Epidemiologists, 367 
“Epigenetics,” 51 
Epistemology, 193 
Essentials of Baccalaureate Education 
for Professional Nursing Practice, 
81, 247 
Ethic(s) 
basic concepts 
definition of, 140-144, 142b-143b 
for professional nursing practice, 
139-170 
code of. See Code of ethics 
definition of, 141, 193 
nurse’s role in, 140, 140b 
theories of, 146-150, 148t-149t 
deontology, 146-148 
principalism, 150 
utilitarianism, 148-149 
virtue ethics, 150 
types of, 139-140 
virtue, 150 
Ethical competence, 147b 
Ethical decision-making, 140 
model, 156-158, 157t 


Ethical dilemmas, in nursing, 
158-165 
case study of, 158b 
immigration and migration and, 
164-165 
institutional and social issues and, 
165 
patient data access issues and, 165 
Patient Self-Determination Act, 
163-164 
patients’ rights and, 163-165 
peers and other professionals’ 
behavior and, 160-163, 
161b 
resulting from personal value 
systems, 158-160, 159b 
sociocultural influences posing, 
160-163, 162b 
Ethical principles, on human dignity 
and respect, 150-154 
autonomy, 151. See also Autonomy 
beneficence, 151 
fidelity, 153-154 
justice, 152-153, 153b 
nonmaleficence, 151-152 
veracity, 154 
Ethics committees, 165 
Ethnocentrism, 178, 295 
“Ethos, 141 
Evaluation 
of communication, 267 
in nursing process, 252 
in system, 172-173, 173f 
Evaluative beliefs, 189 
Evidence-based nursing, position 
statement on, 225b 
Evidence-based practice (EBP), 
223-226, 225t 
definition of, 224 
key principle of, 61 
nurse staffing 
patient safety and, 132b 
quality of care and, 8b-9b 
position statement on, 225b 
Excelsior College, 82 
Exercise, 184f 
Existential beliefs, 189 
Experimental design, 228 
Expert practitioner, 106 
Extended family, 177 
“External” approach, in case 
management nursing, 329 
External degree programs, 82 
External influences, in illness 
behaviors, 290b, 293-296 
culture, 294-296, 296b 
past experiences, 294 


F 
Faculty. See also Nurse educators 
shortages of, quality and safety 
education, 90-92 
Fairchild, Roseanne, 142, 142b 
Faith community nursing (FCN), 17 
False reassurance, 276 
Family 
communication with, 134-135 
extended, 177 
illness impact on, 286f, 303-305, 
305b 
nuclear, 177 
single-parent, 177-178 
Family systems, 177-178 
Fatigue, 111 
Federal agencies, 314-315 
Federal government, branches of, 118, 
118f 
Feedback 
in communication, 267-269, 267f 
in system, 173, 173f 
Feminist movement, 354 
Feminizing of Nursing, 32-33, 32f 
Fenwick, Bedford, 33 
Fidelity, 153-154, 155b 
Financing health care. See Health care 
financing 
Five Days at Memorial, 153 
Flexibility, of communication, 
269-270 
Flexible staffing, 8-9 
Flikke, Julie O., 38 
Florence Nightingale Pledge, 63, 63b, 
155b 
Foreign-educated nurses, 5 
Formal sciences, 219 
Formal socialization, 102, 102f 
For-profit agencies, 315-316 
Free-market economy, principles of, 
331-332 
From Novice to Expert, 105, 107b 
Frontier Nursing Service (FNS), 37 


G 

Gender, 42b, 43-45, 43f, 44b 
professionalism and, 66-67, 67f 
of registered nurses, 2-3 

General adaptation syndrome, 362 

General systems theory, 172 

Generalizable research, 223 

Generic master’s degree, 84 

Genetics and genomics, 51, 368 

Gerontological nursing, 49-50 

Gilligan, Carol, 144 

Global warming, 367, 367f£ 

Goal attainment, King’s theory of, 206 


Goals, patient 
identification of, 248-249 
writing, 249-250 
Goldmark Report, 37, 76 
Goodrich, Annie W,, 76, 201 
Government, political activism in, 
353-355 
Governmental (public) agencies, 314-315 
Grand theory, 208 
“Gray area, 139 
navigating, 156-158, 156t 
Great Depression, 37-38 
Great Society, 39-40 
Gretter, Lystra Eggert, 63, 155b 
Grief, 289 
Gross, Samuel, 31 
Guilt, 298 


H 
Hazardous waste, 182 
Health, 182-187 
definition of, 183 
holistic view of, 183 
national initiative for, 183-184 
nursing concepts of, 171-172, 172f 
Health behaviors, 184, 184f 
locus of control and, 185 
self-efficacy and, 185 
Health beliefs, 184 
Health beliefs models, 184-187 
nurses and, 185 
Rosenstock’s, 184 
Health care 
costs, managing, nurses’ role in, 
335-336 
disparities, 320-321, 321b 
expenditures of, 335, 336f 
financing, 331-336 
power of attorney for, 163-164 
price sensitivity in, 332 
role changes in, 130-133, 131b 
in United States, 311-340, 338b 
Health care agencies 
accreditation of, 320 
classifications of, 314-316 
governmental (public) agencies, 
314-315 
health care services provided, 
level of, 316 
not-for-profit or for-profit agencies 
in, 315-316 
voluntary (private) agencies 
and nongovernmental 
organizations, 315 
maintaining quality in, 319-320 
organizational structures within, 
316-319 


INDEX 


Health Care and Education 
Affordability Reconciliation Act, 
1. See also Health care reform 
Health care education, collaboration 
in, 92 
Health care financing, 331-336 
economic theory in, 331-332 
history of, 333 
nurses’ role, in managing health care 
costs, 335-336 
nursing care, economics of, 332-333, 
333b 
payment, current methods of, 
333-335 
Health care market, additional 
influences on, 332 
Health care reform, 40-42, 343 
debate about, 337 
history of, 337-338 
nursing opportunities afforded by, 6 
universal access and, 336-338 
Health care services, categories of, 
312-314 
diagnosis and treatment in, 313-314 
health promotion and maintenance 
in, 312-313 
illness prevention in, 313, 313b 
rehabilitation and long-term care 
in, 314 
Health care system, 311-331, 312f 
agencies in, 314-320 
disparities in, 320-321, 321b 
financing, 331-336 
nursing care delivery models in, 
327-331, 328b 
services in, 312-314 
team in, 321-327 
Health care team, 321-325 
nurse’s role in, 325-327 
Health Care Without Harm, 182, 351 
Health Insurance Portability and 
Accountability Act of 1996, 
128-129 
Health occupations, nursing 
versus, 97 
Health policy, 344. See also Policy 
nursing and, 97-98 
Health Professions Education: A Bridge 
to Quality, 90-92 
Health promotion, 183, 191b 
maintenance and, 312-313 
Healthy People, 183-184, 311-312 
Healthy People 2000, 183 
Healthy People 2020, 183-184, 
311-312, 312f 
Henderson, on definition of 
nursing, 99 


INDEX 


Henderson, Virginia, 98 
philosophy of nursing, 200t, 
201-203 
remembering, 202b 
Henry Street Settlement, 10, 34-35, 34f 
Herbert, Sir Sidney, 345 
Hierarchy of needs, Maslow’s, 175-176, 
175f, 248 
High-level wellness 
continuum toward, 183 
personal plan for, 187, 187b 
High-tech services, 314 
Hill-Burton Act, 38 
Hippocratic Oath, 151-152 
Historical context of nursing, 28-42 
after Civil War, 31-36 
Civil War, 30-31 
Great Depression and World War I, 
37-38 
Great Society and Vietnam era, 
39-40 
HIV/AIDS and life support 
technologies in, 40 
licensure in, 36 
mid-19th century, 28-30 
Nightingale’s influence on, 28-29 
post-9/11 era, 40-42 
World War I and early depression 
era, 36-37 
Holism, 183 
Holistic health model, 182f 
Holistic nursing, 188 
Home health nursing, 10 
Homeostasis, 174, 176 
Horoho, Patricia, 12 
Hospice and palliative care nursing, 15 
Hospice and Palliative Care Nursing: 
Scope and Standards of Practice, 15 
Hospice and Palliative Nurses 
Association (HPNA), 15 
Hospital(s) 
Magnet, 63 
malpractice lawsuits involving, 124 
nurse staffing and quality of care in, 
8b-9b 
nursing education based in, 73 
nursing in, 6-10, 10f 
philosophy of nursing in, 194 
rise of, 38-39 
Hospital Insurance, 334 
Human Genome Project, 368 
Human immunodeficiency virus 
(HIV), 40, 321b 
Human needs, 175-176 
adaptation and, 176 
assumptions about, 176 
Henderson’ list of, 202b 


Human needs (Continued) 
Maslow’s hierarchy of, 175-176, 
175f, 248 
open system with, 174-176 
Human needs theory, 175 
Human relatedness, 265 
Human responses, 247 
Human simulators, 52f 
Hume, David, 148 
Hurricane Katrina, 41 
Hypothesis, 228 


I 
Ideals and reality, 112-114, 114f 
Identification (ID) badges, 45-46 
Identity 
collective, 59 
professional, 101 
Illness, 285-310 
acute, 287b, 289b 
adjustment to, 287-289 
chronic, 287b 
family effects, 286f, 303-305, 305b 
patient effects, 296-305 
prevention, 313, 313b 
sick role in, 289 
stress and, 300-301 
Illness behaviors, 289-296 
external influences on, 290b, 
293-296 
culture, 294-296 
past experiences, 294 
internal influences in, 290-293, 290b 
Image of nursing, 45-48 
checklist for monitoring, 48b-49b 
Johnson & Johnson campaign for, 
47f, 46-47 
professionalism and, 69b 
protecting, 364, 364f 
The Truth about Nursing efforts for, 
47-48 
Woodhull Study on, 46, 47b 
Immigrants 
diversity among, 50 
ethical issues related to, 164-165 
language barriers and, 42 
nursing theory in caring for, 212b 
Implementation 
in nursing process, 251-252 
of research study, 233 
Incivility, 111, 365 
Incongruent communication, 266-267 
Independence, 290-291, 291b 
Independent interventions, 251 
Indirect coping, 301 
Individual philosophies, 193-194 
Individualized nursing care, 176 


Inductive reasoning, 220-221 
Infant mortality, 321b, 336-337 
Influence, 343-344 
Influenza epidemic of 1917, 36-37, 37b 
Informatics nurses, 16-17 
Information, giving, 272 
Information technology (IT), 45 
Informational support, 180 
Informed consent, 126-127, 127f, 233, 
233b 
Input, 172, 173f 
Institute for Healthcare Improvement 
(IHI), 320 
Institute of Medicine (IOM), 74 
Institutional issues, ethical dilemmas 
in, 165 
Institutional review board (IRB), 222, 
233 
Interacting systems framework, King’s, 
206 
Interdependent (collaborative) 
interventions, 251 
Interdisciplinary learning, 280-281 
“Internal” focus, in case management 
nursing, 329 
Internal influences, on illness 
behaviors, 290-293, 290b 
coping ability, 291 
dependence and independence, 
290-293, 291b 
resilience, 292 
resourcefulness, 291-292 
spirituality, 292-293, 293f 
International Council of Nurses (ICN), 
100, 347-348 
code of ethics for nurses, 155, 156b 
founding of, 33 
International Medical Interpreters 
Association (IMIA), 164 
Internet 
in health education, 326 
health-related information on, 
185-187, 186b 
review of literature on, 227 
for students, 113 
as theory-based practice tool, 214 
Interpersonal relations, Peplau’s theory 
of, 208-209, 208t 
Interpersonal relationships, promoting 
positive, 136-137, 137b 
Interpersonal skills, 259-260 
Interpreter, 273 
Interpretivism, 219 
Interprofessional, definition of, 
321-322 
Interprofessional collaboration, 
280-283, 282b 


Interprofessional education, 92 

Interprofessionality, 60-61 

Interview, 245, 245f 

Intimate partner violence, 178 

Introduction to Nursing: An Adaptation 
Model, 207 

Irritability, 288 


Jezewski’s Cultural Brokering Theory, 
211 
Johnson, Eddie Bernice, 356-357, 357f 
Johnson, Lyndon B., 39-40 
Johnson & Johnson’s Campaign for 
Nursing’s Future, 47f, 46-47, 54 
Joint Commission, The, patient safety 
goals, 134 
Judgment, clinical, 253-254, 255b 
Justice, 152-153, 153b 
moral perspective of, 145 
Nightingale Pledge for, 155b 
social, 34-35, 34b 


K 

Kant, Immanuel, 146 
King, Imogene, 206 
Knobel, Robin, 228, 229b 
Knowledge technology, 52 
Kohlberg, Lawrence, 144 


L 
Laboratory technologists, 324 
Lang, Norma, 97 
Language 
barriers, 42 
interpreter for, 273, 274b 
development, 268 
Latex allergy, 368 
Laws, 118 
licensure, 120 
types of, 118 
Leadership skills, developing, 
350-351 
Learning 
barriers to, 302, 302b 
domains of, 248-249, 249b 
Legal issues, 117-138 
American legal system, 117-119, 
118f 
assault and battery, 130 
confidentiality, 127-130, 128f. See 
also Confidentiality 
delegation, 125-126, 126b 
evolving, affecting nursing, 130-134 
Health Insurance Portability and 
Accountability Act of 1996, 
128-129 


Legal issues (Continued) 
informed consent, 126-127, 127f, 
233, 233b 
malpractice, 122-125, 123b-125b 
Patient Self-Determination Act, 
133-134, 163-164 
role changes in health care, 130-133, 
131b 
social media, 129-130, 130b 
Legal nurse consultant, 131b 
Leininger, Madeleine, 208t 
Theory of Culture Care Diversity 
and Universality, 209-211, 210f 
clinical example, 211 
transcultural nursing concepts, 
297b-298b 
Liability insurance, carrying and 
understanding, 135-136, 137b 
Licensed practical nurses/licensed 
vocational nurses (LPNs/LVNs), 
323 
Licensure, 87, 119-122 
autonomy and, 62 
by endorsement, 121-122 
examinations for, 121 
laws for, 120 
moving toward, 31-36 
Nurse Licensure Compact, 122 
professionalization through, 36 
purpose of, 119 
Life support technologies, 40 
Life-work balance, developing and 
maintaining, 307-308, 307f, 308b 
Linking practice, 345 
Listening, 270-271 
Literature 
researchable problems from, 226 
review of, 227 
Lobbyists, 344 
Local agencies, 315 
Locus of control, 185 
Logic, 193 
Long-term care, 314 
Long-term goals, 249 
Lysaught Report, 78 


M 

Magnet Recognition Program, 54, 
62-63, 218, 307 

Mahoney, Mary Eliza, 32, 32f, 33b 

Male nurses, prevalence of, 2-3 

Malpractice, 122-125, 123b-125b 

Managers, nurses as, 326, 326b 

Mandatory continuing education, 90 

Marijuana, 345 

Maslow’s hierarchy of needs, 175-176, 
175f, 248 


INDEX 


Massachusetts General Hospital, 75 
Master of science (MS), 86 
Master of science in nursing (MSN), 86 
Master’s education, 85-86 
demand for, 86 
generic, 84 
for nurse practitioner, 20 
online programs for, 84 
Material support, 180 
McCarthy, Carolyn, 358 
McGee, Anita M., 35-36 
McGrath, Christopher, 43-44, 44b 
Mead, Margaret, 209 
Media. See also Social media 
coverage of, in politics, 354-355 
image of nursing in, 46, 48b-49b, 
364 
Medicaid, 334, 335t 
Medical centers, 6 
Medical diagnosis, 247-248 
Medical Insurance, 334 
Medical interpreter, 274b 
Medical office, nursing in, 11 
Medical staff, 317-318 
governance, 318 
Medicare, 334, 335t 
Medicare Advantage Plans, 334 
Medication Aide Certification 
Examination (MACE), 132-133 
Medscape Nurses, 365 
Mental health issues, 121 
Mentor, 113 
Mercury, 182 
Message, 267, 267f 
Metaethics, 139-140 
Metaparadigm, 199 
Metaphysics, 193 
Middle-range theories, of nursing, 
211-212 
Migration, ethical issues related to, 
164-165 
Mikulski, Barbara, 357-358, 358f 
Military nursing, employment 
opportunities in, 12, 13b 
Mill, John Stuart, 148 
Miller’s Wheel of Professionalism, in 
nursing, 64, 64f 
Mills College of Nursing, 33 
Minimally invasive surgery techniques, 
314 
Mishel’s Uncertainty in Illness Theory, 
211 
Mission and activities, of professional 
organizations, 348 
Mixed-methods research, 219 
Mobile phone, 130, 130b 
Model Nursing Practice Act, 119-120 


INDEX 


Modeling, 104 
Montag, Mildred, 81 
Moral distress, 142-143, 143b 
Moral integrity, 142 
Moral philosophy, 139-140 
Moral reasoning, approaches to, 
144-146 
Gilligan's stages of, 144-146, 146b 
Kohlberg’s stages of, 144 
Moral reflection, 142 
Morals, definition of, 140-141 
Multicultural workplace, 
communication in, 279-280, 281t 
Multiculturalism, 178 
Multidisciplinary, definition of, 
321-322 
Multidisciplinary care plans, 251 
Multidisciplinary team, 321-322 
Multidrug-resistant strains, 367 


N 
NANDA International, 243-244 
National Association of Colored 
Graduate Nurses (NACGN), 
33-34 
National Association of School Nurses 
(NASN), 13-14 
National Commission on Nursing, 78 
National Council Licensure 
Examination for Registered 
Nurses (NCLEX-RN°), 4, 121 
National Council of State Boards of 
Nursing (NCSBN), 2, 74, 119 
professional boundaries, 262-263 
social media guide of, 129, 160 
National Institute of Nursing Research 
(NINR), 222, 223b 
National Institutes of Health (NIH), 
Common Fund, 220 
National League for Nursing (NLN), 
33, 78 
Accreditation Commission, 82 
National Nurse Aide Assessment 
Program (NNAAP), 132-133 
National Nurses United (NNU), 348 
National Sample Survey of Registered 
Nurses (NSSRN), 2 
National Student Nurses Association, 
Code of Conduct, 352, 352b-353b 
National systems, 181 
Natural disasters, 40-42 
Natural environment, caring for, 
366-368, 367f 
Natural sciences, 219 
Naturalistic inquiry, 219 
Neglect, 178 
Negligence, 122-123, 123b 


New England Hospital for Women and 


Children, 75 
N-Gen-ers (Net Generation), 280 
Nightingale, Florence, 28, 29f, 67 
at Chicago World’s Fair, 33 
death of, 68b 
on definitions of nursing, 98 
mortality statistics in Crimean War, 
217, 218f 
Notes on Nursing: What It Is and 
What It Is Not, 29, 98, 200 
on nursing education, 75, 75f 
philosophy of, 200-201, 200t 
Pledge of, 63, 63b, 155b 
Nonexperimental design, 228 
Nongovernmental organizations, 315 
Nonjudgmental acceptance, 265 
Nonjudgmental attitude, 188-189, 265 
Nonmaleficence, 151-152, 155b 
Nonverbal communication, 266, 266f 
congruence between verbal and, 
260-261 
development of, 268 
Normative ethics, 139-140 
North American Nursing Diagnosis 
Association, 243-244 
Notes on Nursing: What It Is and What 
It Is Not, 98, 199 
Not-for-profit agencies, 315-316 
Novice, Benner’s stages from, 106 
Nuclear family, 177 
Nurse(s), 1 
becoming a, 101 
licensed practical nurses/licensed 
vocational nurses, 323 
malpractice lawsuits involving, 124 
with mental health or substance 
abuse problems, 121 
mobility of, 121-122 
payment mechanisms for, 133 
practice settings for, 5-20, 6f 
role of 
on health care team, 325-327 
Henderson’, 201 
on managing health care costs, 
335-336 
Peplau’s, 208-209 
shortages of. See Nursing shortages 
from student to, 102-104 
unions and, 348, 349f, 349b-350b 
in workforce, 2 
Nurse activists, 356, 357b 
Nurse citizens, 355-356, 356b 
Nurse educators, 20 
Nurse entrepreneurs, 18-20, 19b 
Nurse Licensure Compact, 122 
Nurse managers, 7 


Nurse politicians, 356-358, 357f-358f 
Nurse practitioner (NP), 20-21 
Nurse-patient relationship, 260-262 
caring and human relatedness, 265 
nonjudgmental acceptance, 265 
orientation phase of, 260-261 
task of, 261 
professional boundaries, 262-264, 
263b 
reflective practice, 264, 264b 
self-awareness in, 262-264 
stereotypes in, 264-265 
termination phase of, 261-262, 262b 
working phase of, 261 
Nurse’s Guide to the Use of Social 
Media, 129, 160 
Nurse-to-patient ratios, 7-8, 8b-9b 
Nursing, 188 
application of systems model to, 174 
in armed services, 12 
challenge in, 361-371 
caring for the environment, 
366-368 
caring for the profession, 363-366 
caring for yourself, 361-363, 363f 
unite and act, 368-369, 369f 
in communities, 10-11 
contribution in, 359 
defining, 97-101 
in early 20th-century, 98 
evolution of, 98-100 
by Henderson, 99 
key reason for, 97-98 
by Nightingale, 98 
post-World War II, 98-99 
by professional association, 
99-100 
purposes and functions of, 97 
by state legislatures, 100-101, 
101b 
defining/definitions of, by 
Henderson, 201 
employment outlook in, 24 
in evolving health care environment, 
1-27 
feminizing of, 32-33, 32f 
foundations of, 171-172, 172f 
historical context of, 28-42 
in hospital, 6-10, 10f 
image of, 45-48 
professionalism and, 69b 
protecting, 364, 364f 
in medical office, 11 
metaparadigm of, 199 
political activism in, 341-360, 342f 
as regulated practice, 117-138 
in schools, 13-15 


Nursing (Continued) 
science of, and evidence-based 
practice, 217-238 
social context of, 42-54, 42b 
in United States today, 2-20 
in workplace, 11-12 
Nursing: Concepts of Practice, 205 
Nursing: Scope and Standards of 
Practice, 65, 135, 155 
Nursing care 
culturally congruent, 210-211 
delivery models, 327-331, 328b 
case management nursing in, 
329-330, 330b 
patient-centered care in, 330-331, 
331b 
primary nursing in, 328-329, 
329f, 330b 
team nursing in, 328, 329b 
economics of, 332-333, 333b 
holistic, 188 
philosophies and their relationship 
to, 192-194 
spiritual, 293 
Nursing Diagnoses: Definitions and 
Classifications, 243-244 
Nursing diagnosis, 247-248 
development of, 244 
medical vs., 247-248 
NANDA-approved, 247 
prioritizing, 248 
use of, 244 
writing, 248b 
Nursing education. See also Associate 
degree programs; Baccalaureate 
programs; Doctoral education; 
Master’s education 
alternate paths, 83-84 
certified nurse-midwife, 21, 23b 
certified registered nurse anesthetist, 
21-22 
challenges in, 90-92 
Civil War impetus for, 30 
clinical nurse specialist, 21 
continuing, 242 
development of, 75-76, 75f 
diploma programs, 4, 76-77 
distance learning, 83-84 
evolution of, continuing, 90-92, 91b 
in evolving health care environment, 
73-95 
first training schools for, 32-33, 32f 
history of, 82t 
hospice and palliative nursing, 15 
in institutions of higher learning, 62 
maximizing, 364-365 
military nurse, 12 


Nursing education (Continued) 
nurse practitioner, 20-21 
occupational nursing, 11-12 
professional socialization and, 104 
professionalism in, 66b 
quality of, early studies, 75-76 
school nurse, 13-15, 15f 
theory-based, 212-213, 213b 
varying levels for entry into practice, 

66 

Nursing for the Future, 77-78 

Nursing informatics (NI), 16-17 

Nursing interventions 
culturally congruent, 250 
implementation of, 251-252 
selection of, 250-251 
types of, 251 

Nursing organization governance, 

318-319, 319f 

Nursing practice 
essential features of, 99 
evidence-based, 223-226 
Henderson's philosophy in, 203 
King’s model in, 206 
legal risks in, 122-127 
Leininger’s theory in, 210-211, 210f 
Nightingale’s philosophy in, 201 
nursing research and, 234-235 
nursing theory and, 234-235 
Orem and, 205 
Orlando's theory in, 209 
Peplau’s theory in, 208-209 
Roy’s model in, 207 
science and, 217-238 
theory-based, 213-214 
Watson's philosophy in, 204 

Nursing practice acts, 119-122 
copy of, 136b 
statutory authority of, 119-120 

Nursing process, 242-244 
case study, of high-priority 

diagnosis, 253, 254b 
definition of, 242 
dynamic nature of, 253, 253f 
ethical decision-making model vs., 
157t 
phases of 
analysis and identification of 
problem, 246-248 
assessment, 244-246, 245f 
evaluation, 252 
implementation of planned 
interventions, 251-252 
planning, 248-251, 249b-250b 
problem solving via, 242-243 
steps of, 244-252 
Nursing process theory, Orlandos, 209 


INDEX 


Nursing research, 222-223. See also 
Research 
educational preparation/ 
participation in, levels of, 236t 
experimental design of, 228 
financial support for, 235 
nonexperimental design of, 228 
nursing practice and, 234-235 
nursing theory and, 234-235 
research process of, 226-234 
theory-based, 214 
Nursing schools 
accreditation of, 85 
curricula of, 212 
philosophy of, 194 
Nursing shortages, 53-54 
faculty shortages and, 90-92 
impact of, 8b-9b 
post-World War II, 53-54 
Nursing staff, 318 
Nursing theory, 198-216 
conceptual models in, 204-208, 205t 
cultural considerations for, 212b 
definition of, 198 
Leininger’s Theory of Culture Care 
Diversity and Universality, 
209-211 
middle-range, 208, 211-212 
nursing education and, 212-214, 
213b 
nursing practice and, 212-214, 
234-235 
nursing research and, 212-214, 
234-235 
Orlando’ nursing process, 209 
Peplau’s Theory of Interpersonal 
Relations, 208-209 
philosophies of nursing in, 200-204, 
200t 
professional nurse and, 199b 
researchable problems from, 
226-227 
Nursing’s Social Policy Statement: The 
Essence of the Profession, 64, 99, 
136b, 191-192 
Nutrire, 188 
Nutting, Mary Adelaide, 36, 76 


O 
Obama, Barack, health care reform 
efforts, 41 
“Obamacare,’ 312 
Objective data, 221, 245 
Objectives, 249 
Occupation 
definition of, 59 
to profession, 59-61, 60t 


INDEX 


Occupational and environmental 
health nursing, 11-12 
Occupational health hazards, 368 
Occupational health nurses (OHNs), 
11-12 
Occupational Safety and Health 
Administration (OSHA), 368 
Occupational therapists, 325 
Office-based nursing, 11 
Older adults 
population increases in, 50f 
stereotyping, 265 
Online learning programs, 84 
Open posture, 270-271 
“Open shop,’ 348 
Open systems, 173 
Open-ended questions, 272 
Orem, Dorothea, 99, 205, 205t 
Organizational structure, 317-319 
Orientation phase, in nurse-patient 
relationship, 260-261 
Orlando, Ida, 208t, 209 
Orlando’ nursing process theory, 209 
Outcome criteria, 249 
Outcomes, patient 
interpersonal collaboration for 
improved, 280-283, 282b 
nurse staffing and, 8b-9b 
Out-of-pocket payment, 334-335 
Output, 172, 173f 
Oversimplification, 269 


P 
Palliative care nursing, 15 
Palmer, Sophia, 36 
Parish nursing, 17 
Participants (research) 
informed consent for, 233, 233b 
rights of, 222 
selection of, 232-233 
Participation, illness treatment, 289, 
289b 
Past experiences, illness behaviors and, 
294 
“Paternalism,” 154 
Patient(s). See also Nurse-patient 
relationship 
communication with, 134-135 
ethical treatment of, to be guardians 
of, 140, 140b 
holistic view of, 141, 221 
illness impact on, 296-305 
rights of 
ethical dilemmas regarding, 
163-165 
HIPAA regulations for, 128 
Patient advocate, 327 


Patient classification systems, 332 
Patient Protection and Affordable Care 
Act, 1. See also Health care reform 
Patient safety, 132b 
Patient Self-Determination Act, 
133-134, 163-164 
Patient-centered care, 265-266, 
330-331, 331b 
Paul-Elder Critical Thinking 
Framework, 239 
Peer review, 234 
Peers, behavior of, ethical dilemmas in, 
160-163, 161b 
Pember, Phoebe, 31 
Peplau, Hildegard, 208t 
on definition of nursing, 98-99 
Theory of Interpersonal Relations, 
208-209 
Perception, 267 
Performance improvement (PI), 320 
Person 
nursing concepts of, 171-172, 172f 
as system, 174-176 
“Personal is political” 354-355 
Personal payment, 334-335 
Personal value systems, ethical 
dilemmas resulting from, 
158-160, 159b 
PES format, for nursing diagnosis, 
248 
Pharmacists, 323, 324f 
Pharmacogenetics, 368 
Phenomena, 198, 222 
Philippines, 38, 39b 
Philosophies, 199 
branches of, 193 
definition of, 192-193 
moral, 139-140 
nursing, 193-194, 194b 
collective, 194 
Henderson’, 201-203, 202b 
individual, 193-194 
Nightingale’s, 200-201 
personal, 195 
Watsons, 203-204, 203b 
of nursing schools, 213b 
and their relationship to nursing 
care, 192-194 
Philosophy and Science of Caring, 203 
Photography, 130, 130b 
Physical examination, 245-246 
Physical therapists, 325 
Physician assistant (PAs), 322 
Physicians, 322 
malpractice lawsuits involving, 124 
Physiotherapists, 325 
PICO, 224, 225t 


PICOT, as tool for evaluating 
interventions, 225t 
Plaintiff, 123 
Plan of care, writing, 251 
Planning phase, of nursing process, 
248-251, 249b 
goals and outcomes in, 249-250, 
249b-250b 
planning care in, 250-251 
Policy, 343-345 
influencing, defining nursing for, 
97-98 
linking practice and, 345 
politics and, 343-345, 343f 
Political activism, 351 
in government, 353-355 
active in politics, 354-355 
in nursing, 341-360, 342f 
Politics, 193, 343, 345 
active in, 354-355 
gender, 66-67 
linking practice and, 345 
policy and, 343-345, 343f 
Population 
aging of, 48-51, 50f 
diversity of, 50 
national trends, 48-51 
world, 367 
Position paper, 78 
Position statements, 351-352, 
352b-353b 
Postconventional level, of moral 
reasoning, 144 
Poverty, 180-181 
Power, 343-344 
Practice guidelines, 351-352, 
352b-353b 
Preceptors, 113 
Preconventional level, of moral 
reasoning, 144 
Prejudices, 265 
Prescription Drug Coverage, 334 
Prescriptive authority, 131-132 
Prescriptive belief, 190 
Price sensitivity, in health care, 332 
Primary care services, 316 
Primary nursing, 328-329, 329f, 330b 
Primary source, 199-200 
Principalism, 150 
Prioritizing 
nursing diagnosis, 248 
in time management, 110 
Privacy. See also Confidentiality 
challenge to protect, 127-130, 128f 
Private agencies, 315 
Private insurance, 333-334 
Problem identification, 246-248 


Problem solving 
nursing process for, 242-243 
research vs., 223, 223t 
Profession(s) 
caring for, 363-366 
characteristics of, 57-58 
definition of, 57 
diversity in, 51 
to occupation, 59-61, 60t 
standards established by, 64 
Professional(s) 
behavior of, ethical dilemmas in, 
160-163, 161b 
commitment, 59-60, 60f 
definition of, 57 
Miller’s Wheel of, 64, 64f 
motivations of, 58f 
preparation, 59 
Professional association, definitions of, 
99-100 
Professional boundaries, in nurse- 
patient relationship, 262-264, 
263b 
Professional colleagues. See also Health 
care team 
collaboration with, 280-283 
communication with, 279-280 
conflicts with, 160 
Professional identity, shaping your, 101 
Professional liability insurance, 
135-136, 137b 
Professional nursing practice, 
conceptual and philosophical 
foundations of, 171-197 
Professional organizations. See also, 
345-348. , specific organizations 
certification in, 351 
continuing education in, 351 
joining, 346, 346b-347b, 352 
benefits of, 350-352 
joining of, 363 
leadership skills in, 350-351 
mission and activities of, 348 
nurses and unions in, 348, 349f, 
349b-350b 
political activism in, 351 
practice guidelines and position 
statements in, 351-352, 
352b-353b 
types of, 347-348 
Professional relationship, vs. social, 
262b 
Professional socialization 
actively participating, 109, 109b 
distance learning and, 103-104 
factors influencing, 103 
models of, 104-109 


Professional socialization (Continued) 
Benner’s stages of nursing 
proficiency, 105-106, 106t, 
107b-108b 
Cohen’s model of basic student 
socialization, 104-105, 105t 
reality shock, 112-114, 114f 
to work setting, 109-114 
Professionalism 
barriers to, 66-69 
gender issues, 66-69 
historical influences, 67 
nursing image, 69, 69b 
Bixler and Bixler’s criteria for, 61 
collegiality in, 65-66, 66b 
definition of, 57 
Kelly’s criteria for, 61-64 
Miller’s Wheel of, 64, 64f 
in nursing education, 66b 
nursing’s pathway, 61-65 
Professionalization 
definition of, 59 
through licensure, 36 
through organization, 33-34 
Propositions, 199 
Proscriptive belief, 190 
Protocol, data collection, 232 
Provider of care, nurse as, 325 
Psychological Adaptation in Death and 
Dying theory, 211-212 
Psychomotor domain, of learning, 249b 
Public agencies, 314-315 
Public Health 2030, 184 
Public health nursing, 10 
Pure science, 220 


Q 


Qualitative analysis, 232 

Qualitative research, 219 

Quality and Safety Education for 
Nurses (QSEN), 90-92, 91b 

Quantitative research, 219 

Quaternary care, 316 

Quinlan, Karen Ann, 40 


R 
Race and ethnicity, of registered nurses, 
3-4, 4f 
Radiology technologists (RTs), 324 
“Reality shock,” 112-114, 114f 
Reasoning 
inductive and deductive, 220-221 
moral, approaches to, 144-146 
Received support, 180 
Receiver, 267, 267f 
Recent Life Changes Questionnaire, 
179, 179t 


INDEX 


Red Cross, 37f 
Reflection, 273 
Reflective practice, in nurse-patient 
relationship, 264, 264b 
Reflective thinking, 240-241 
Registered care technician, 53-54 
Registered dietitians (RDs), 323 
Registered nurse 
aging of, 3 
baccalaureate programs for, 83-84 
educational paths to become, 76-83 
articulated programs, 82-83 
associate degree programs, 81-82 
baccalaureate education, 79-81, 
80b 
diploma programs, 76-77 
external degree program, 82 
educational pathways to becoming, 
4-5 
foreign-educated, 5 
gender of, 2-3 
initiatives for stable supply of, 54 
licensure examinations for, 121 
national survey of, 2 
number of, 3 
race and ethnicity of, 3-4, 4f 
Regression, 261 
Rehabilitation services, 314 
Relaxation exercise, 301b 
Reliable instruments, 231-232 
Replicate, study, 226 
Research. See also Nursing research 
experimental vs. nonexperimental 
design, 228 
mixed methods, 219 
problem solving vs., 223, 223t 
profession advancing through, 
235-236 
qualitative, 219 
quantitative, 219 
translational, 220 
Research agendas, defining nursing 
for, 98 
Research process, 226-234 
design of study, 228-232 
discussion and/or clinical 
implications, 233-234 
dissemination of findings, 234 
formulation of research question/ 
hypothesis, 227-228 
identification of researchable 
problem, 226-227 
implementation of study, 233 
informed consent and institutional 
review, 233 
review of literature, 227 
steps in, 226 


INDEX 


Research question, formulation of, 
227-228 
Researchable problem, identification 
of, 226-227 
Researcher, 326-327 
Resilience, 292 
Resourcefulness, 291-292 
Respect, ethical principles on, 150-154 
Respiratory therapists, 324 
Respondeat superior, 124 
Responding techniques 
helpful, 272-273 
practicing, 277, 278b 
Responsibility, individual, 62 
Review of literature, 227 
Richards, Linda, 32 
Richards, Melinda Anne (“Linda”), 75 
“Right to work states,” 348 
Risk management, 134 
Robb, Isabel Hampton, 33, 36, 67, 68b, 
75-76 
Robert Wood Johnson Foundation 
(RWJE), 54, 74 
Rogers, Carl, 176 
Rogers, Martha, 99 
Roles 
changes in health care, 130-133, 
131b 
gender, 43 
nurses. See Nurse(s) 
sick, 289 
women’s, 39-40 
Roosevelt, Franklin D., 37-38 
Roy, Sister Callista, 198 
Royal College of Nursing, on definition 
of nursing, 100 
Roy’s adaptation model, 206-208 
clinical example, 207-208 
Rule deontology, 147-148 


S 
Safe setting, practice in, 134 
Safety 

occupational, 368 

patient, 132b 
Salaries, outlook for, 24 
“Sandwich” generation, 361-362 
Sanger, Margaret, 34-35, 34b 
SBAR. See Situation Background 

Assessment Recommendation 

Scales, Jessie Sleet, 35, 35f 
School for Male Nurses, 33 
School nursing, 13-14, 15f 
Science, 217 

basic, clinical, and translational, 

220 
nursing practice and, 219-221 


Scientific method, 219-221 
definition of, 219 
limitations of, 221 
Seacole, Mary, 29, 29f 
Secondary care services, 316 
Second-degree students, programs for, 
84 
Segregation, 31-36 
Self, therapeutic use of, 260-266 
Self-actualization, 175-176 
Self-assessment 
clinical judgment, 256b 
communication patterns, 271b 
critical thinking, 243b 
high-level wellness, personal plan 
for, 187b 
time management, 111b 
Self-awareness, developing, 262-264 
Self-care 
challenge to, 361-363, 363f 
life-work balance in, 307-308, 307f, 
308b 
while caring for others, 306-307 
Self-care model, Orem, 205, 205t 
Self-efficacy, 185 
Self-study reports, 85 
Sender, 267, 267f 
Sentimental Women Need Not Apply: 
A History of the American Nurse, 
73, 361 
Shadowing programs, 113 
Shared governance, 319 
Sherwood, Gwen, 90 
Shift work, 368 
Short-term goals, 249 
Sick role, 289 
Sigma Theta Tau International (STTD, 
5, 225-226, 225b 
Silence, 273 
Single-parent families, 177-178 
Situation Background Assessment 
Recommendation (SBAR), 277-279 
Sleep deprivation, 368 
Social change, 179, 179t 
Social context of nursing, 42-54, 42b 
gender and, 42b, 43-45, 43f, 44b 
image of nursing and, 45-48 
national population trends and, 
48-51, 50f 
technological developments and, 
51-53, 52f 
Social issues, ethical dilemmas in, 165 
Social justice, 34-35, 34b 
Social media 
confidentiality and HIPAA standards 
for, 129-130, 130b 
ethical use of, 160-163, 162b 


Social Networking Principles Toolkit, 
160 
Social relationship, professional vs., 
262b 
Social sciences, 219 
Social Security Act, 39 
Social support, 179-180 
Social systems, 179-181 
Social workers, 324-325 
Socialization 
distance learning and, 103-104 
factors influencing, 103 
models of, 104-109 
Benner’s stages of nursing 
proficiency, 105-106, 106t, 
107b-108b 
Cohen’s model of basic student 
socialization, 104-105, 105t 
Somatic language, 268 
Spanish-American War, 35-36, 36f 
Special body of knowledge, 61 
Speed of functioning, 110 
Spiritual nursing care, 293 
Spirituality, 17, 292-293, 293f 
St. Thomas’ Hospital, 29 
Staffing 
nursing, 318 
flexible, 8-9 
patient safety and, 8b-9b 
Stakeholders, 345 
Standard of care, 123, 135, 136b 
Standards of Practice, 155 
Standards of professional performance, 
155 
State agencies, 315 
State Boards of Nursing, 119-122 
executive authority, 120 
licensing powers of, 120-121 
State Children’s Health Insurance 
Program (SCHIP), 343, 343f 
State legislatures, on definition of 
nursing, 100-101, 101b 
Statutory laws, 118 
Stereotypes 
avoiding, 264-265 
cultural, 295 
gender-role, 43 
Stress, 300-303 
anxiety vs., 300 
caregiver, 305 
coping with, 301, 301b, 302t 
through education, 301-303, 
302b-304b 
in family, 303 
illness and, 300-301 
personal inventory, 302t 
responses in, 300 


Stressors 
definition of, 300 
internal, external, and interpersonal, 
300 
Study design, 228-232 
data analysis plan in, 232 
data-collection instruments in, 
231-232, 232f 
data-collection protocol in, 232 
experimental vs. nonexperimental 
design, 228 
participant selection in, 232-234 
Subacute care services, 316 
Subjective data, 221, 244-245 
Substance abuse, 160-163 
Substance Use Disorder in Nursing, 121 
Subsystems, 173 
Sullivan, Louis W., 183 
Summers, Sandy, 47 
Sunrise model, Leininger’s, 210-211, 
210f 
Supply and demand, 331 
Suprasystem, 172-173. See also 
Environment 
nurses’ potential impact on, 181-182 
Swanson’s Caring Theory, 211 
Synergy, 173 
Systems, 172-174 
application of, to nursing, 174 
belief, 188 
closed, 173 
community, national, and world, 181 
components of, 172-173 
cultural, 178-179 
dynamic nature of, 173-174 
examples of, 173 
family, 177-178 
key concepts about, 174b 
King’s interacting, 206 
open, 173 
person as, 174-176 
social, 179-181 


T 
Taxonomy, Bloom's, 248-249, 249b 
Taylor, Susie King, 30-31 
Teachers College, 75 
Team nursing, 328, 329b 
Technologists, 324, 324f 
Technology 
developments in, 51-53, 52f 
digital, 122, 130b, 165 
distance learning through, 103-104 
life support, 40 
Telehealth nursing, 16 
Termination phase, in nurse-patient 
relationship, 261-262, 262b 


Tertiary care services, 316 

Textbook of Nursing, Shaw’, 98 

Textbook of the Principles and Practice 
of Nursing, Harmer’, 98 

The American Nurse, 361 

The American Nurse: Healing America, 
361 

The Art of Nursing: A Practical 
Introduction, 362 

The Baccalaureate Degree in Nursing 
as Minimal Preparation for 
Professional Practice, 78 

‘The Essentials of Baccalaureate 
Education for Professional Nursing 
Practice, 81, 247 

Theory, 198. See also Nursing theory 

Theory for Nursing: Systems, Concepts, 
Process, 206 

Therapists, 325 

Third-party payment, 332 

Throughput, 172 

Time management, 110, 111b, 112f 

“To be guardians of the ethical 
treatment of patients,” 140b 

Total quality management (TQM), 320 

Transcultural nursing, 178-179, 
297b-298b 

goal of, 209-210 

Transcultural Nursing Society, 
209, 294 

Transforming Nursing Education, 92 

Translational research, 220 

Translational science, 220 

Translator, 273 

Transmission, 268 

Treatment, diagnosis and, 313-314 

Triage, 148-149 

Trigger event, 185 

Trust, developing, 260-261 

Truth, Sojourner, 30-31 

Truth About Nursing, 47-48, 364 

Tubman, Harriet, 30-31 

Tyler, Elizabeth, 35 


U 

Uncertainty in Illness Theory, Mishel’s, 
211 

Unions, nurses and, 348, 349f, 
349b-350b 

Universal access, 336-338 

Unlicensed assistive personnel (UAP), 
322 

supervision of, 132-133 

“Unsung heroes,’ 361 

US. Constitution, 117-118 

Utilitarianism, 148-149 

Uustal, Diann B., 190 


INDEX 


V 
Valid instrument, 231-232 
Value statements, 276 
Values, 190-192 
clarification of, 191, 192b 
definition of, 140-141 
nature of human, 190 
professional nursing, 191b 
undergirding Nursing’s Social Policy 
Statement, 191-192 
Valuing, 190 
process of, 190 
Venting, 271 
Veracity, 154 
Verbal communication, 266 
congruence between nonverbal and, 
260-261 
development of, 268 
Veterans, military, 42b 
Violence 
domestic, 178 
workplace, 111 
Virtue ethics, 150 
Vital to humanity, 61 
Voluntary (private) agencies, 315 
Voluntary insurance, 333-334 
von Bertalanffy, Ludwig, 172 


WwW 
Wage compression, 24. See also 
Salaries 
Wagoner, Kay, 19b 
Wald, Lillian, 10, 34-35, 34f 
Watson, Jean, 200t 
Wellness, high-level, 183 
Westberg, Granger E., 17 
Wheel of Professionalism, 64, 64f 
White, Sebastian, 22b 
Witness, 127, 127f 
Woith, Wendy, 79 
Women 
changing roles of, 39-40 
moral reasoning by, 144-145 
in nursing, 2-3 
stereotyping of, 43 
Woodhull, Nancy, 46 
Woodhull Study on Nursing and the 
Media, 46, 47b 
Woods-Giscombé, Cheryl, 228-230, 
231b 
Work environment 
caring for, 368 
incivility in, 365 
multicultural, communication in, 
279-280, 281t 
socialization and, 110 
stress in, 307-308 


INDEX 


Workers compensation, 335, 336f 

Working phase, in nurse-patient 
relationship, 261 

Work-life balance, 307-308, 307f, 308b 


World population, 367 

World system, 181 

World Trade Center attacks, 41 
World War I, 36-37, 37f£ 


World War II, 37-38 
nursing and, 98-99 
World’s Fair, Chicago, 33 


This page intentionally left blank 


This page intentionally left blank 


This page intentionally left blank 


This page intentionally left blank 


This page intentionally left blank 


This page intentionally left blank 


